



1929, 


tice, 


for any 

Ving 

>» Branch 

y Of the 
» WC, 


eee 


“riendly 
OCieties’ 


10. 
U nited 


i" Dis. 
Street, 


S’ Dis. 
Com- 











er 





registered at the G.P.O., Sydney, for Transmission by Post as a Newspaper. 

















/ 





ee 
wo: 





Priee is. 


Reblished Weekly. 

















» 


THE 





MEDICAL JOURNAL 
OF AUSTRALIA 


SATURDAY, JULY 20, 1929. 














No. 3. 


Vou. IL—16rn Yuar. SYDNEY, 




















Trade Mark 


IN RHEUMATISM 
& RHEUMATOID ARTHRITIS 


“lodolysin” is a soluble compound of Thiosinamin 
(43%) and Iodine (47%), used as a fibrolytic agent 
for the removal of pathological fibrous tissue. 


__JODOLYSy 





PREPARATIONS. 


“AZOULE” “IODOLYSIN,” for Hypodermic 
Injection, min. 15 and min. 30: in boxes 
of 12. 


“KAPSOL” “IODOLYSIN” Gelatine capsules 
for oral administration: each contains 2 
grs. “lodolysin”: boxes of 40. 


“IODOLYSIN” SOLUTION for oral adminis- 
tration: 1 oz. and 2 oz. bottles. 


“JODOLYSIN” OINTMENT _ for 
application: 1 oz. tubes. 


“IODOLYSIN” PIGMENT for local applica- 


tion: 1 oz. bottles. 


It has given strikingly successful results in the 
treatment of many cases of rheumatism, rheu- 
matoid arthritis and arthritis deformans. 
Good results have also been reported from 
the use of “‘Iodolysin” in the treatment of 
strictures, pyloric stenosis and arteriosclerosis. 
Physicians are invited to write for leaflet giv- 
ing full particulars and details of treatment. 


local 





ALLEN « HANB URYS (AUSTRALASIA) 


13 Market Street, SYDNEY, N.S.W. 


















































THE MEDICAL JOURNAL OF AUSTRALIA ADVERTISER. JuLy. 20, 1929. 

















HROUGH one hundred years the picturesque East has been 
linked with the West by P. & O. Royal Mail Line. And 
backed by this Century of Progress P. & O. now present every 


luxury and enjoyment to Australians travelling Home. 


Spacious cabins, saloons and decks combine with sports, enter- 
tainments and an excellent cuisine to make every day aboard 


the P. & O. Liner a refreshing interlude between ever-changing 


Ports. 





Particulars of Rates, Sailings, etc., and Literature from--- 
MACDONALD, HAMILTON & COMPANY—AGENTS 


Union House, 247 George Street - - - - - - - - - - Sydney 
467 Collins Street - - ----------- Melbourne, C.1 




















OR 





29. 














THE MEDICAL JOURNAL OF AUSTRALIA 

















Wal IL ies =a 


"SYDNEY, ‘SATURDAY, 





Authors of articles submitted for 
publication are requested to read the 
following instructions and to comply 
with them. 

All articles must be typed with 
double or treble spacing Carbon copies 
should not be sent. Abbreviations 
should be avoided, especially those 
of a technical character at times em- 
ployed in ward notes. Words and sen- 
tences should not be underlined or 
typed in capitals. The selection of the 
correct type is undertaken by the 
Editors.’ When illustrations are re- 
quired, good photographic prints on 
glossy gaslight papers should be sub- 
mitted. Each print should be enclosed 
in @ Sheet of paper. On this sheet of 
paper the number of the figure and 


the legend to appear below the print 
should be typed or legibly written. 
On no account should any mark be 
made on the back of the photographic 
print. If no good print is available, 
negatives may be submitted. Line 
drawings, graphs, charts and the like 
should be drawn on thick, white 
paper in India ink by a person accus- 
tomed to draw for reproduction. The 
drawings should be large and boldly 
executed and all figures, lettering and 
symbols should be of sufficient strength 
and size to remain clear after reduc- 
tion. Skiagrams can be reproduced 
satisfactorily only if good prints or 
negatives are available. The reproduc- 
tion of all illustrations but especially 





of skiagrams entails the sacrifice of 


JULY 20, 1929. 





No. 3. 


time and energy and is expensive. 
Authors are expected to take a cor- 
responding amount of trouble on the 
preparation of their illustrations, 
whether skiagrams, photographs, wash 
drawings or line drawings. The refer- 
ences to articles and books quoted 
must be accurate and should be com- 
piled according to the following 
Scheme. The order should correspond 
to the order of appearance in the 
article. The initials and surnames of 
the authors, the full title of the article 
or book, the full (unabbreviated) title 
of the journal in which the article 
appears, the date of the issue (day, 
month and year) and the number of 
the first page should be given in this 
sequence. 








Table of Contents 


{The Whole of the Literary Matter in THE MEDICAL JOURNAL OF AUSTRALIA is Copyright.] 


ORIGINAL ARTICLES— 
The Beattie Smith Lectures— 
Lecture I: 


Its Treatment,” by Rea. S. Eriery, M.B., 


BS. 


“Observations on Obstetric Consultations,” by J. | 


C. Winpeyer, M.D., Ch.M. .. 
“Some Obstetric Complications,” 
Gipson, M.B., Ch.M., F.C.S.A. 


REPORTS OF CASES— 


“Physical Therapy in Joint Conditions,” 


R. BALpwin, F.R.C.S. 


REVIEWS— 
The Use of Tuberculin .. : 
Differential Diagnosis in Surgery 
The Feeding of Infants 


Progress in Gynecology and ‘Obstetrics as 1“ lis 92 


Faeial and Cervical Surgery 


LEADING ARTICLES— 
Cesarean Section 


CURRENT COMMENT— 
Leuchemic Conditions .. 


ABSTRACTS FROM CURRENT MEDICAL 


LITERATURE— 


Pediatrics . 
Orthopedic Surgery 


BRITISH MEDICAL ASSOCIATION NEWS— 


Scientific .. 
Medico-Political - . 
Nominations and Elections | 


HOSPITALS— 


The Royal Alexandra Hospital for Children  .. 100 


“The Problem of Neurosyphilis and 





PAGE. UNIVERSITY INTELLIGENCE— PAGE. 
The University of Sydney .... .. .. .. .. 101 
CORRESPONDENCE— 
74 | Influenza and Influenzal Colds .. .. .. .. .. 101 
Tuberculosis and Cancer .. << a0 SOE 
-« 780 Pulmonary Gdema Complicating Labour ws ao ROE 
by ALFRED a. The Cancer Problem .. ; .. .- 102 
Ee ote? eis. lO Ileostomy in General Peritonitis oe ae we oo AOS 
POST-GRADUATE WORK— 
7 GERALD wi | Annual Post-Graduate Course in Melbourne .. .. 102 
er. | CONGRESS NOTES— 
Australasian Medical asaiesi — Medical 
a. | Association) .. . .. .- 104 
92 OBITUARY— 
Reginald George Ruddle .. .. .. .. .. .. 105 
92 Gavin McCallum .. dm th last ace aco 
Herbert William James. Marks... .. .. .. .. 105 
93 PROCEEDINGS OF THE AUSTRALIAN MEDICAL 
BOARDS— 
Victoria. Sar MEDIAS ch Bs Tate ve - boil 
94 New South Wales .. .. .. .. .. .. .. .. 105 
Queensland Ka, Go 8) we we 45, on oa eee 
NOTICE (ish of 26 ve «alll 
be REGISTRATION ENVELOPES... .. .. ... .. 105 
BOOKS RECEIVED R. ee es be! fn . 105 
98 DIARY FOR THE MONTH wis” sat que oh «oe , oe Te 
. 99 MEDICAL APPOINTMENTS... .. oa so» OE 
- 100 | MEDICAL APPOINTMENTS VACANT, ‘ETC. ey 





MEDICAL APPOINTMENTS: 
EDITORIAL NOTICES Ae ee enn ern) 


IMPORTANT NOTICE 106 





74 THE MEDICAL JOURNAL OF AUSTRALIA. 


JuLy 20, 1929. 





Che Beattie Smith Lectures.’ 


(UNIVERSITY OF MELBOURNE.) 


THE PROBLEM OF NEUROSYPHILIS AND ITS 
TREATMENT. 


By Rec. S. ELtery, M.B., B.S. (Melbourne), 


Neurologist to the Lunacy Department of Victoria; 
Clinical Assistant to the Psychiatrist at the 
Melbourne Hospital. 


_ LECTURE I. 


Introductory. 


Ir is unnecessary in these enlightened days to 
stress the world-wide dissemination of syphilis and 
unnecessary, likewise, to enlarge upon the important 
part which this disease plays in every department 
of medicine. The fact that syphilis of the central 
nervous system attacks at the most useful period of 
their lives the progenitors of the coming race, 
inflicting in addition to local lesions either sterility 
or the tendency to aborted or diseased products of 
conception and so has become one of the main causes 
of racial enfeeblement, makes this disease of 
fundamental import among humanity’s many 
problems. 

Our knowledge of syphilis has grown by a kind 
of geometrical progression and syphilis of the 
central nervous system, viewed in the light of 
modern research, now forms an almost complete 
compendium of neurology and psychiatry, the all- 
embracing manifestations of the spirochetal involve- 
ment of intracranial tissues encroaching upon the 
differential diagnosis of nearly every neurological 
condition. From the single cranial nerve palsy to 
the grossest paretic dementia, from transient 
epileptiform seizures, narcoleptic states and head- 
aches to the well-marked hemiplegias of focal vas- 
cular lesions, there is arrayed before the neurologist 
such an army of signs and symptoms referable to 
the spirochete that no diagnosis may be made with 
certainty until the possible syphilitic factor has 
been correctly assessed. It is therefore possible in 
these lectures to approach only a few isolated sec- 
tions of the subject in an endeavour to present to 
you from both the historical and clinical viewpoints 
such facts and conclusions as are held by those now 
practising in the ever-widening and fascinating 
flelds of neurology and psychiatry. 

Modern psychiatry, coming more and more each 
year from out the prisoned enclosure of the lunatic 
asylum and thereby into closer contact with 
neurology and general medicine, is learning to deal 
with problems of neurosyphilis as a whole and not 
as isolated disease entities to be called dementia 
paralytice, cerebral syphilis or tabes dorsalis. 
Luetic involvement of the central nervous system is 
almost without exception a general involvement. 
The neurosyphilitic is usually a neurosyphilitic and 
not merely a spinal syphilitic or a _ cerebral 
syphilitic. 





1 Delivered on October 29 and November 5, 1928. 














Autopsy has shown that there are, pathologically 
speaking, no sharp dividing lines in cases of cerebro. 
spinal syphilis. Or in the unequivocal words of 
Jelliffe and White: 

Classical pictures are largely literary efforts. They are 
the products mainly of the descriptive art. The -actual 
processes going on in nature in the conflict of man against 
the spirochete do not show classical types, but rather a 
multiplicity of variations, with here and there the statis- 
tical prominence of this or that trend in the reaction, which 
is called the disease and given a label. 

The history of the development of our ideas. con- 
cerning the diagnosis and treatment as well as the 
psychiatric and social significance of cerebro-spinal 
syphilis is one thickly studded with the names of 
men famous in the many departments of medicine 
and culture. As it swept over Europe in the late 
fifteenth century, the disease we now know as 
syphilis soon became recognized by a number of 
names and individual observers began to suspect 
this disease as an etiological factor behind certain 
neurological lesions. To Leoncino in 1497 is the 
honour generally accorded of having been the first 
who recognized syphilis as a cause of paralysis; but 
while there were many who made observations of 
value subsequently, it is not proposed to name even 
the more illustrious who followed in the succeeding 
centuries with references to the connexion of 
syphilis and lesions of the nervous system without 
understanding in any way the pathological nature 
of the process or lesion they described. 

The classical studies of Virchow in 1858 and those 
of Heubner in 1874 established the histo-pathological 
basis on which rests the modern conception of 
neurosyphilis. The introduction of lumbar punc- 
ture by Quincke in 1891 made possible the cyto- 
diagnostic work of Ravaut, Siccard and Widal, 
while the masterly studies of Nissl] and Alzheimer 
and the experiments of Metchnikoff and Roux 
heralded the ultimate discovery of the spirochxte 
by Schaudinn in 1905. 


Following this discovery attention was turned 
again to the cerebro-spinal fluid and the recognition 
of increased protein and pleocytosis led to a further 
refinement in the diagnosis of neurosyphilis. Then 
Plaut in 1908, applying the Wassermann test to 
the cerebro-spinal fluid, established what was 
undoubtedly the first specific test for syphilis of 
the central nervous system. His work was followed 
in 1912 by that of Lange who developed the pioneer 
work of Szigmondi on colloidal fluids, introducing 
the “sol-gold” test. Many workers became attracted 
by the somewhat baffling reactions of colloids and a 
great number of tests was subsequently described 
such as the Berlin blue, Congo red, colloidal mercury 
et cetera. But among these only two have gained 
the interest and attention of syphilologists, namely, 
the “gum mastic” test devised by Emanuel and the 
Kafka modification and the “colloidal benzoin” test 
introduced by Guillain, Laroche and Lechelle and 
the corresponding colour modification of Thurzo. 

Most of this work is of academic interest only and 
it is not proposed to enter into any of the details 
of these tests or to discuss their relative merits. 
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It will suffice to say that Miss Jessie Cockrill,‘*) of 
the Massachusetts General Hospital, who recently 
examined four hundred cerebro-spinal fluids with 
the colloidal gold, benzoin and mastic tests, 
obtained 384 similar reactions in all three tests. 


This brief historical réswmé of cerebro-spinal 
syphilis would not be complete without some refer- 
ence to the chemotherapeutic triumphs of Ehrlich. 
A chapter, as full of fascination as of scientific dis- 
covery in man’s indomitable fight against disease, 
is covered in that period which dates from 1496, 
when Joseph Brundbeck used an Arabic skin 
remedy, mercury, in his treatment of syphilis, to the 
introduction of “Salvarsan” in 1909. From that 
time neurosyphilis remained the last citadel of the 
spirochete; but following the demonstration of the 
spirochetes in brain tissue by Noguchi and Moore 
and the introduction of “Salvarsanized” serum by 
Swift and Ellis, the rehabilitation of fever therapy 
and the specific inoculation of malaria by Wagner- 
Jauregg, such onslaughts have been made against 
neurosyphilis, that some true optimism now seems 
justifiable even in the face of what has so long 
tended to make the most bland of physicians seem 
therapeutic nihbilists. 


Etiology and Incidence. 


The more one seeks to determine the causation 
of spirochetal involvement of the central nervous 
system, the more baffling does the problem become. 
Why this man’s infection should apparently end 
with his chancre and that man should subsequently 
develope tabes dorsalis remains a mystery to this 
day. 

Although prior to the demonstration of spiro- 
chetes in intracranial tissues by Noguchi and 
Moore syphilis was by the majority regarded as the 
chief xtiological factor in both tabes and paresis, 
the damage done to the cortex and spinal axis was 
thought to be due to some hypothetical diffusible 
toxin of the spirochete. Modern research, however, 
inclines to the view that the spirochxte produces 
little, if any, diffusible toxin and we believe that 
the paralyses of spinal syphilis and the major 
psychoses associated classically with exaltation and 
mental enfeeblement are brought about by the direct 
presence of the spirochete. 

It is becoming now so generally recognized as to 
be almost axiomatic that the syphilitic involvement 
of the central nervous system is initiated during 
the early dissemination of the spirochetes. When 
after the primary stage a general spirochxtemia 
ensues, the blood stream is invaded and innumerable 
foci are set up within the body. At a later date 
these may and all too often do set up pathological 
conditions to which a variety of names has been 
applied. The spirochete is a tissue parasite; it does 
not long remain in the blood stream. Migration of 
the parasites occurs from the perivascular lymph 
spaces adjacent to the site of the original infection 
and may therefore lead to ultimate invasion of the 
cerebro-spinal fluid by extravasation of plasma from 
the vessels of the meninges. 
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This early involvement of the central nervous 
system has now been shown by many observers who 
by careful routine examinations of the cerebro-spinal 
fluid in the primary and secondary stages of syphilis 
have found definite evidence of neural involvement 
in 30% to 40%. Not all these infections develope 
into clinical neurosyphilis. Active and prolonged 
treatment has been found to reduce the incidence 
of such neural infection to about 15%. 


The recent studies of Moore“) on “Asymptomatic 
Neurosyphilis” and “The Genesis of Neurosyphilis” 
shed new light on the problem of neural incidence, 
Moore having found that: 

Those patients in whom neurologic invasion takes place 
at the time of, or before the appearance of, secondary 
manifestations, comprising 20-30% of all cases of early 
syphilis, may be subdivided into (1) a small proportion 
who spontaneously deal with the neurologic infection, (2) 
a fairly large proportion, perhaps about one half, who are 
rapidly brought to a serologic normal by routine treatment, 
and (3) the remainder, whose asymptomatic neurosyphilis 
is eradicated only with the utmost difficulty, and who 
probably represent the class of future parenchymatous 
neurosyphilitics. ; 


Does “Salvarsan” Influence the Incidence of Neurosyphilis? 


Many writers have commented on the fact that 
there appears to have been a greater incidence of 
neurosyphilis following the introduction of the 
therapeutic arsenicals. This, of course, may be 
partially explained by the fact that new and more 
certain diagnostic methods (especially those in 
reference to the cerebro-spinal fluid) came into the 
possession of the medical profession at about the 
time of the “Salvarsan” era and consequently there 
may have been many infections hitherto overlooked 
or wrongly diagnosed. Other more plausible 
explanations have from time to time been tendered. 
But anyone familiar with a number of neuro- 
syphilitic patients must have been impressed by a 
certain history which is frequently obtained from 
such persons, namely, that, having contracted a 
chancre, the patient had a few injections of “Sal- 
varsan” which sufficed to clear up the lesion and 
even to render the blood non-responsive to the 
Wassermann test and so apparently the patient 
thought himself cured of the disease. The explana- 
tion of his subsequent neurosyphilis probably lies 
in the paucity of treatment meted out to him and 
failure on the part of the physician to examine the 
cerebro-spinal fluid. It is reasonable to suppose 
that prior to treatment the spirochetes called forth 
an antibody response which affected not only the 
peripheral, but the central nervous system as well. 
A few injections of some antispecific arsenical 
quickly influenced the visible dermatological mani- 
festations and suppressed the formation of anti- 
bodies and thus the nervous system infection pro- 
ceeded, deprived of its antibody protection, with 
greater intensity than before. In other words “a 
temporary sterilization of the peripheral infection 
was found to be possible by a few doses of Sal- 
varsan with loss of antibody control of the 
infection in its more inaccessible location” 





(Fordyce). 
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Kolmer,® reviewing the work of Brown and 
Pearce in ‘this connexion, concludes that chemo- 
therapy with arsphenamin and allied drugs may 
actually lower immunity. to syphilis instead of 
increasing it and that undertreatment of syphilis 
is perhaps almost as serious as no treatment at all, 
in that a few doses of arsphenamin may give little 
more than a false sense of security. 


Even today it is to be regretted that more use is 
not made of the cerebro-spinal examination by the 
general practitioner when he presumes to treat a 
patient suffering from syphilis. More than once 
in recent months I have seen progressive neuro- 
syphilitic symptoms develope in a patient previously 
treated by antispecific therapy, the doctors in ques- 
tion continuing treatment until the blood failed to 
react to the Wassermann test, but never thinking 
to examine the cerebro-spinal fluid at the termina- 
tion of the treatment. And I consider that a very 
big advance in the prophylaxis of neurosyphilis will 
be made when examination of the cerebro-spinal 
fluid becomes a matter of routine in the treatment 
of all forms of syphilis; for surely the doctor who 
would treat syphilis without such an examination, 
is like a soldier with a loaded rifle who faces his 
enemy blindfolded. 


A Neurotropic Virus? 


Tt has been frequently pointed out that the likeli- 
hood of the development of parenchymatous neuro- 
syphilis is in inverse ratio to the occurrence of 
ectodermal reactions. Fournier many years ago 
concluded that general paralysis follows “in an 
habitual quasiconstant fashion” the syphilis of 
benign initial type. Levaditi and Marie have 
detailed many examples wherein the appearance of 
tabes and general paralysis was found in subjects 
infected with syphilis from a known common source. 
Erb cites an instance in which five men, infected 
by the same prostitute, all became either paretic 
or tabetic. Nonne, Brossious and Babinski have 
reported similar observations and from such has 
sprung the theory that a neurotropic form of 
syphilis exists with a special nerve tissue affinity. 

It is impossible to enter here into such a dis- 
cursive field as exists round this still unsettled 
question. 


Moore (loco citato) has found that the incidence 
of neurosyphilis of all types is very definitely 
greater among the syphilitic marital partners of 
paretics and tabetics than it is among the syphilitic 
marital partners of the subjects of non-parenchy- 
matous neurosyphilis and at the same time greater 
than it is among unselected female syphilitics in all 
stages of the disease. 

These statistical investigations of Moore and the 
work of Levaditi and Marie on the morphological 
characteristics of the Spirocheta pallida appear to 
give strong support to the hypothesis of the neuro- 
tropic virus; but against this must be set the recent 
and brilliant work of Brown and Pearce‘ on 
tissue vulnerability. These investigators have 
shown that the reactions set up in rabbits inoculated 








with the same strain of spirochetes depend upon 
the “regional and unequal distribution of the 
resistant state that developes during the course of 
syphilis.” They have devised experiments which 
show that laboratory inoculation sets up immunity 
reactions, which appear to protect certain tissues 
only, the others being attacked by the spirochetes, 
and that these immunity reactions can be varied 
by varying the somatic conditions following the 
inoculation, showing that the subsequent course of 
infection depends upon the inequality of the 
protection response. 

Taking these results from the laboratory to the 
classroom of theoretical debate and assuming that 
by analogy the same somatic conditions as in the 
rabbit apply to man, one may well believe that 
factors involving variable somatic resistance 
coupled with preceding tissue injuries, reducing 
local resistance or favouring blood stasis, are deter- 
minants governing the spirochetal infection of the 
central nervous system as well as other organs of 
the body. For it must be remembered that in cases 
of neurosyphilis spirochetal infection is frequently 
found in other somatic situations; in fact aortitis 
and myocarditis and even skin and peripheral lesions 
are frequently associated with neurological lesions, 
all apparently due to the same strain of spirochete, 
unless we postulate further that infection may take 
place with a plurality of strains. This fact, then, 
that visceral and neurological lesions are sometimes 
found in association in the same patient, seems to 
constitute irrefutable evidence against the theory 
of a specific neurotropic strain. 


The question must remain for the present 
unsettled. For, while the theory of a tissue vulner- 
ability, brought about by previous trauma, disease 
or inheritance, conditioning the localization and 
growth of the spirochetes, may seem not only more 
attractive, but more in accordance with experi- 
mental research than that which postulates the 
existence of specific organotropic strains, neither 
has been proved beyond reasonable doubt and both 
may be found ultimately to play some part in the 
development of neurosyphilis, when our present 
agnosticism gives place to positive truth. 


The Factor of Pregnancy. 


An etiological point in parenchymatous neuro- 
syphilis which has often intrigued neurologists and 
psychiatrists in endeavouring to solve the question 
as to what conditions determine syphilitic infection 
of the central nervous system, is the fact that both 
paretic and tabetic manifestations are far more 
common in men than in women, the ratio being at 
least three to one, while the incidence of juvenile 
tabes and paresis is approximately the same in the 
two sexes. 


Statistical studies on this question are very 
numerous, but most of the explanations tendered 
seem neither valid nor conclusive. It is not enough 
to ascribe the greater occurrence of neural syphilis 
in men to the alleged greater incidence of infection. 
Solomon,” of the Boston Psychopathic Hospital, 
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has recently discussed the protective influence of 
pregnancy in relation to neurosyphilis. Of the 
905 women whom he examined with neurosyphilis, 
he found 45:-4% were nulliparew, whereas of the 275 
women whose syphilis did not involve the nervous 
system, only 26-5 were nullipare 

These findings are in agreement with those of 
Moore (loco citato) who obtained the figures set out 
in the accompanying table. (The table has been 
adapted from that of Moore.) 


ABNORMAL CEREBRO-SPINAL FLUIDS IN PRIMARY AND SECONDARY SYPHILIS. | 


| Number 


Percentage 
Patients. 


ot of 
Cases. Abnormalities. 





Men 


Women 


ABNORMAL CEREBRO-SPINAL FLUIDS IN LATE SYPHILIS WITHOUT NEUROLOGICAL 
LESIONS. 


Number Percentage 
Patients. 


o | of 
Cases. Abnormalities. 





309 | 21-03 
223 | 16-3 





Number Percentage 
Patients. 


0 OF... 
Cases. | Abnormalities. 





Women who nei non- isin after 
infection .. F 90 


Women who became roment or bore \ 
children after infection .. sa 142 11°2 


22-2 


An analysis of these figures shows that involve- 
ment of the central nervous system in the early 
stages of the infection is practically the same in 
both sexes; but the incidence of abnormal fluids in 
patients with late syphilis showing no neurological 
signs is less in women. Moore found that the reason 
for this reduction lay in pregnancy, for the number 
of specimens of abnormal fluid obtained in syphilitic 
women who remained non-pregnant after infection, 
was equal to that of men, whereas the abnormalities 
were reduced to half the number in those women 
who had become pregnant or borne children after 
infection. This led Moore to conclude that women 
are not sterile because they are paretic, but may 
become paretic because they are sterile. 


Once again we have an interesting parallel in 
the laboratory work of Brown and Pearce.“®) These 
investigators performed genital inoculations on 
rabbits. The control animals all developed the 
characteristic syphilitic lesions, while pregnant 
rabbits inoculated in the same way and with the 
same strain of spirochete manifested profound dif- 
ferences with regard to infection and latency. Four 
of the pregnant animals showed no clinical signs 
of syphilis following inoculation; in one animal a 








lesion appeared fifty-four days later at the end of 
lactation; three animals showed a slight reaction 
and two of these after “profound constitutional 
symptoms” gave birth to a dead fetus. 

These observers were able experimentally to pro- 
duce results in rabbits very closely similar to the 
behaviour of syphilitic infection in pregnant women, 
showing that pregnancy appears to reduce the 
incidence of neurosyphilis, prolong the period of 
latency and even modify the subsequent course of 
infection. 

Of the neurosyphilitic female patients at Mont 


| Park I found on investigation of the history that the 


majority were childless; and of the wives of male 
neurosyphilitics at that hospital I found fewer with 
positive serological reactions among those who had 
borne children. In the case of women with young 
children the incidence of such asymptomatic syphilis 
was particularly low. 

I am not aware of a universally accepted explana- 
tion of this protectiv e property of pregnancy: 
whether changes in the syncytial and placental 
tissues are responsible for a reinforcement of the 
maternal antibody mechanism or whether the 
explanation hinges on the question of a deviation of 
the blood cholesterol. Recent experiment seems to 
point to the latter; for while the blood cholesterol 
is increased in pregnancy, Rosen and Krasnow’? 
have shown that this is decreased in untreated 
syphilitic patients of both sexes and tends to become 
normal after treatment. 


. 


Trauma. 


A further problem, intimately connected in a way 
not yet clearly understood with tissue vulnerability 
and its relation to spirochetal distribution, is that 
of trauma. 

Physical trauma of the grosser kind has, of course, 
occupied a prominent place in etiological considera- 
tions in the past. It is thought and as an explana- 
tion may on pathological grounds be accepted, that 
any injury causing devitalization of tissues may 
lead to a localization or flaring-up of latent spiro- 
chetal foci. In the case of visceral syphilis gum- 
mata have been known to occur at the site of wounds 
and injuries and Klauder®® who reviewed the 
paretic admissions to the Boston Psychopathic Hos- 
pital, concluded that in some cases physical trauma 
to nervous tissue undoubtedly played the principal 
etiological part in the development of neuro- 
syphilitic conditions. Osnato™” also from his study 
of cranio-cerebral trauma in relation to paresis is 
of the same opinion. And Pighini has stated that 
“during the late war violent emotions and injuries 
to the skull and dorsal column may have been the 
indirect cause of the appearance ‘of some of the 
serious disorders among Italian soldiers, primarily 
due to syphilis.” 


Of traumatic causes other than accident ind 
gross injury such toxins as those of influenza and 
the other infectious diseases, alcohol and occasion- 
ally ether may act in a traumatic manner and thus 
bring about demonstrable paresis: in patients 
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formerly in a condition of asymptomatic latency. 
The whole question of lowered resistance, whether 
of somatic or psychic origin, is thus pertinent in 
wtiological considerations, at least theoretically, for 
it may not always be possible to establish any but 
a temporal association between the devitalizing 
agent and the onset of symptomatic neurosyphilis. 


Kolmer (loco citato) whose studies are among the 
most exhaustive yet published, adopts the following 
broad views: 


We do not know in exact terms what may be the deter- 
mining factors, but evidence indicates that anything 
lowering the vitality or resistance of the host, either at a 
local point or in general, favours a cessation of latency 
and renewed spirochetal activity. Tissues or organs the 
seat of over-work and strain or physical trauma are 
especially apt to develop active lesions. Furthermore, the 
wear and tear of life, its activities and age tend to break 
the equilibrium between syphilitic infection and resistance 
in favour of the spirochetes. It may be that an individual 
will reach a ripe age before such occurs, but the break is 
so likely to occur that syphilis in the latent stages is 
worthy of therapeutic attack if for no other reason than 
to lengthen the period of latency and thereby prevent the 
development of crippling lesions as long as possible even 
though complete and radical cure may not be attainable. 


Diagnosis. 
The spirochete is a tissue parasite. Following 


its widespread dissemination in the early course | 


of infection innumerable foci of infection are set 
up in the tissues, dependent upon certain etiological 
factors hitherto mentioned. It has been established 
that in a certain number of cases foci are set up 
in the tissues of the central nervous system, some 
of which after a variable period of latency give rise 
to the symptoms and signs of neurosyphilis. On 
account of the variety of intracranial structures 
which may succumb to syphilitic infection and the 
diversity of the resultant clinical courses, governed 
by those unknown agencies which appear to regulate 
the preference of the parasite for membranes, vessels 
or parenchyma, there is hardly a more comprehen- 
sive or perplexing psychiatrical problem than the 
diagnosis of neurosyphilitic lesions. 


The old classification (Head and Fearnsides) of 
neurosyphilis into (i) parenchymatous and (ii) 
meningo-vascular may be useful for teaching pur- 
poses and may even express the therapeutic attitude 
of the past decade when the meningo-vascular infec- 
tions were expected to yield to antispecific treat- 
ment and patients with the parenchymatous types 
were hurried off to the lunatic asylum, there to 
make without heed or hindrance through the 
classical three stages their easy descent to Avernus 
and the morgue. But the scientific attitude now 
demands a more thorough understanding. While 
we believe that it is possible on the post mortem 
study of the lesions involving anatomical structures 
to arrive at a pathological classification and equally 
possible from an assessment of signs and symptoms 
to make a clinical classification, it must be recog- 
nized that there is about. all neurosyphilitic 
phenomena a “unity in variety.” That unity consists 
of an initial spirochetal invasion of the central 
nervous system and the variety of the phenomena 





which follows, depends upon etiological factors 
appertaining to somatic cerebral structure entirely. 

The old entities like locomotor ataxia, syphilitic 
hemiplegia, syphilitic epilepsy and paranoia cannot 
now be placed in water-tight compartments. It is 
true that certain characteristic signs and symptoms 
may dominate the picture. It is true that focal 
vascular lesions point to an endarteritic involve- 
ment, that pressure symptoms intimate gummatous 
formation and that the classical grandiose delusions 
presage the onset of dementia paralytica. But what 
these individual and outstanding clinical sign posts 
indicate more than anything else is that the patient 
has a syphilitic involvement of his central nervous 
system and that sooner or later the alleged tabetic 
will show personality deterioration or the alleged 
paretic will give evidence of necrotic damage due to 
vascular degeneration. 

Into any discussion of the routine examination 
of the central nervous system for syphilis it is not 
proposed to enter; but emphasis might well be laid 
upon the fact that while an examination of the 
cerebro-spinal fluid, taken in conjunction with sus- 
picious pupillary reactions, reflexes and gait may 
serve to establish a diagnosis of neurosyphilis, there 
exists no sign pathognomonic of any particular 
variety of this condition. Certainly in the vast 
majority of cases such examination will reveal the 
primary location of the lesions, but there are other 
cases where more refined methods and prolonged 
experience are necessary, as, for instance, in the 
diagnosis of tabetic, gummatous and vascular neuro- 
syphilis in the presence of negative cerebro-spinal 
fluid findings, in the differentiation of the biogenic 
psychoses from those of organic origin (the true 
syphilitic psychoses) and the recognition of neuras- 
thenia as the result not of a spirochetosis, but 
rather those “syphilitic scars of the spirit” which are 
apt to disfigure a morbid mind. 


Pathology. 

I do not propose to traverse the academic patho- 
logical pathways which have led to a knowledge of 
the process of syphilitic infiltration, nor do I intend 
to speculate on the problem of chemotaxis and the 
small lymphocyte in these lesions. From the now 
widely confirmed work of Noguchi and Moore it has 
become a matter of common knowledge that the 
cellular spoiling brought about by the spirochete, 


coupled with nutritional defect due to Iuetic 


endarteritis and lymphocytic cuffing, cause cortical 
destruction with increasing impairment and finally 
loss of function. But the modern work of Jahnel 
on spirochetal distribution in the cortex and its 
continuation and extension by Dieterle"?) may be 
referred to briefly. 

This last investigator has recently published 
results which confirm the pioneer work of Jahnel 
in reference to the three types of spirochetosis in 
the cerebral cortex, namely: 

1. The “disseminated type” in which the organisms 
lie scattered throughout the cortical substance in a 
fairly even manner, being at times collected’ into 
more or less dense aggregations. 
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2. The so-called “bee-swarm type” in which dense 
circumscribed colonies of spirochetes lie in the 
cortex, and 

3. A variety described as the “vascular distribu- 
tion” in which thick masses of organisms are 
collected about the cortical blood vessels, in 
association with which some “bee-swarms” may be 
found. 

This is of interest when one comes to consider the 
action of induced malaria in cases of paretic neuro- 
syphilis; for, as will be shown later, the type of 
vascular distribution yields much more readily 
to malarial therapy than the other types of 
distribution. 

Dieterle concludes that the vast number of 
organisms and their general topographical distribu- 
tion, that is their presence in the principal regions 
of the cortex, in the basal ganglia and the cere- 
bellum, is seen in instances of intense and wide- 
spread dissemination with rapid dementing 
tendencies. 

The final overwhelming of the host with the etiological 
agent and his resultant physical failure with the attendant 
nutritional changes may have caused the organisms to 
migrate towards the chief bases of nutritional supply. 

Hence: 


The localization of the swarms within the cortex at the 
level of the middle zone is in direct relation to the com- 
plex capillary network existing between the long and 
short branches of the cortical blood vessels. The absence 
of organisms within the white substance of the convolu- 
tions, the presence of great masses of them in the middle 
zone of the cortex and the smaller subpial colonies, suggest 
that the lymph carries some organisms outwards towards 
the arachnoid. The metastases of spirochetes undoubtedly 
occur lymphogenously in a local sense and hzematogen- 
ously in a wider sense; and cases of intense spirochetosis 
are found when death occurs during a period of mental 
confusion, the remission indicating a period of lessened 
organismal activity. Thus there exists a correlation 
between the clinical course and the spirochetosis. 


Psychopathology. 


Every disease, speaking generally, has a psychic 
component. But the manner in which the psyche 
reacts. to cerebral noxe—how the ego and libido 
constitution is composed and where the fixation 
points of their development are situated—is a 
matter which has only recently received attention. 


In the pathogenesis of every psychosis there is an 
etiological equation in which there occur constitu- 
tional as well as traumatic factors. To this rule 
neurosyphilis can be no exception. And the type 
of psychosis in which the afflicted soul takes refuge, 
is dependent upon these two factors. Disease is a 
failure of adaptation to conditions within or with- 
out the organism. To use an analogy: A motor car 
will not go up a hill. Either the hill is too steep or 
the engine is too weak. It does not matter which it 
is, but the steepness of the hill and the weakness 
of the engine result in its being unable to climb. 
In the case of general paralysis of the insane, for 
instance, here is a situation in which the endogenous 
factor in neurosyphilis, already estimated in various 
ways in. the literature, becomes an organic part. 
Put more simply, the spirochetosis represents the 





hill, the organic cerebral constitution is the engine. 
Different engines go different distances on different 
hills. But the ultimate failure of the engine to 
climb the hill results in the breakdown known as 
paretic neurosyphilis. 

The symptoms of disease are therefore indications 
of the way in which the organism is resisting 
destruction and combating death. Fever, pain and 
leucocytosis, as White) has pointed out, no less 
than apathy, confusion and exaltation, are 
reactionary mechanisms indicating the manner in 
which the organism is reacting to the particular 
inimical or noxious agency, be that the typhoid 
bacillus, the Spirocheta pallida or an autoerotic 
fixation. The point I wish to make, is that beside 
the many manifestations which neurosyphilis evokes 
at the sensori-motor level, all have equally important 
components at the higher psychic level. 

The symptoms and signs manifest at the sensori- 
motor level are too well known by clinicians to merit 
discussion at this stage. Taken together with sero- 
logical and laboratory tests, they form the well 
known syndrome of paresis, tabes or meningo- 
vascular syphilis. 

The later anthropometrical studies of the Italian 
psychiatrists have shown us why syphilis produces 
different symptoms in different individuals. It is 
well known, for instance, that the paretic may show 
schizoid, paranoid, manic-depressive or simple 
dementing tendencies or types of reaction and these 
have been found to depend upon the fundamental 
personality make-up and innate differences in organ 
constitution. 

According to Kretschmer, whose monograph on 
“Physique and Character” was published in 1921, all 
human beings fall roughly into two types. From 
Kretschmer’s findings the two most important body 
forms are the asthenic and the pyknic. The asthenic 
briefly represents the slender, narrow habitus of 
small trunk or visceral volume, whereas the pyknic 
is the relatively short, thick-set, large-trunked body. 
The athletic type, an intermediate form and one 
not so easily differentiated, is essentially the tall, 
broad-shouldered, wide-chested, small-waisted 
habitus and the dyplastic is a form dependent upon 
or associated with endocrine deviations, particularly 
dyspituitary, hypothyreoid and eunuchoid (Raphael 
et alii*)), 

Wertheimer and Hesketh"*) in their recently pub- 
lished book, “The Significance of the Physical 
Constitution in Mental Disease,” use as an anthro- 
pometric index the leg length cubed, over the trans- 
verse chest diameter, multiplied by the saggital chest 
diameter, multiplied by the trunk height, multiplied 
by 100. And they conclude that among patients 
with high index values the schizophrenic psychoses 
predominate over the manic-depressive psychoses ; 
whereas among the manic-depressive there is a pre- 
dominance of low index values (pyknic or pyknoid) 
and dyplastic features, including anomalies in the 
distribution of hair and fat and marked dispropor- 
tions of the body predominate very definitely in the 
schizophrenic group. 
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Our conception of neurosyphilis must therefore 
take cognizance of the two factors in the xtiological 
equation already referred to, namely, the indivi- 
dual’s basic organic constitution and the exogenous 
factor consisting of the location and virulence of 
the spirochetal infection. It is true that the impres- 
sion made upon the clinician by the physical symp- 
toms, by the progressive palsies and especially by 
the pathological-anatomical state so preponderate 
over the impression of the psychotic symptoms that 
the latter have in the past simply been lumped 
together as lunacy and left alone. But the psychical 
symptomatology of cerebral syphilis is by no means 
only an intellectual deterioration. For (if one may 
lapse into the language of Freud for a moment) the 
metaluetic brain infection by attacking the central 
organ of the ego function provokes not only symp- 
toms of defect, but also disturbs, as a trauma would 
do, the equilibrium of the narcissistic libido which 
then makes itself manifest in the symptoms of 
paretic mental disorder (Ferenczi®® ). 

It can be no matter of mere chance, as pointed 
out by Barnes and Keil, that between Jues and the 
libido many intimate relations exist. Not only the 
primary effect, but even the secondary outbreaks 
fasten themselves with foregone partiality to the 
erogenous zones. And later in paresis the spiro- 


chete seems to have again established its old rela- 
tionship and to have settled in the narcissistic zones. 


Hollos and Ferenezi“® in one of the most interest- 
ing and stimulating monographs of its kind have 
approached the mental aspects of paretic neuro- 
syphilis from the psychoanalytical point of view. 
They recognize the newer doctrine that disease as 
such does not exist, but is merely the reaction of 
an organism to an inimical agent and therefore 
produces psychic components as well as physical 
manifestations. Viewed from this angle these 
writers consider that the delusional systems of 
paretics become understandable. They contend: 

One understands why the patient whose sickly body 
should be a picture of misery to himself as well as to 
other persons, feels not only entirely well, but even invents 
a panacea against all illness, and bestows everlasting life 
upon all mankind. On that psychical level, into which 
the ego regresses, it is enough for this purpose to hum 
magic words to himself or execute magic rubbings. The 
capacity for hallucinatory or illusionary regression helps 
him to feel, in spite of the fact that he has only one tooth 
in his mouth, that he is fitted out with many rows of 
excellent teeth. Or again, in spite of his evident impotence, 
he can boast of being the creator of all mankind; he needs 
only to turn to the extra-genital sexual theories of his 
childhood to perform this miracle. The colossal loss in 
intellectual values occasions him no more disquietude; 
for he has succeeded in finding in place of his lost satis- 
factions, those of archaic, oral and anal means— 
exemplified in greediness and soiling. 


Far behind consciousness are the dim shadows of 
racial memories, ancestral strivings and conquests 
and defeats; there are perversions and lusts and 
evil desires, regulated and censored during health 
by the conscious mind. But as the luetic infection 
slowly spreads over the cortex, ravaging the reason 
so recently attained and destroying the inhibitions 
engendered by education, intellectual regression 





becomes apparent in madness and the disordered 
mind, swept and swayed by hallucination and 
phantasy, betokens a brain no longer capable of 
dealing with those problems of integration and 
adjustment which characterize the normal social 
being. These strange systems of fantastic delusions 
which are unconsciously invoked to compensate for 
lost. efficiency in the paretic, become increasingly 
dissociated and childish, but coloured always by 
such distinctive personality trends as in health 
were suppressed or sublimated. So that in the last 
stage of all that ends this strange eventful history, 
there developes a state of pitiable but happy 
childishness and the patient dies more helpless than 
a babe, bestial but euphoric, gibbering but content, 
paralysed but omnipotent in that realm of delusions, 
where the irksome conflicts of environment can no 
longer bring trouble or that sense of final futility 
which saddens the close of life for so many of us. 
Here fittingly, but not without certain feelings 
of frustration and failure, I leave the subject for 
the present. It may seem to some of you that in 
attempting thus to interpret the delusions and 
mental deterioration of a paretic, I have ridden the 
Freudian hobby-horse somewhat rashly. It is a 
perilous thing sometimes to champion a new cause; 
but I believe that our outlook on so-called mental 
disorders needs modification. For mental disorder 
does not exist as an entity; it is merely a symptom 
of some disorder of the integrated mechanism. 
For many years, alas, pathology has confined 
itself exclusively to the dead body; its principles 
have been formulated from post mortem examina- 
tions; its axioms applied at autopsy; its dogmas 
related to the dead. And as such it has remained at 
the descriptive structural level, a static science of 
limited application. But now it has been newly 
orientated by the introduction of the idea of func- 
tion, as important an addition as the time 
coordinate in relativity. For organs are not merely 
weighed and sectioned and classified, but may be 
seen as well from the angle of function as integrated 
portions of the organisms as a whole. I have there- 
fore endeavoured to make the pathology of neuro- 
syphilis three dimentional, by introducing the 


_ psychic component into this disease, contending that 


there is not a single case of neurosyphilis, properly 
studied in all three dimensions and with all the 
various devices we now have at hand, but would 
throw important light on our medical and socio- 
logical approach to one of the great problems of 
civilization—the problem of syphilis as a whole. 


<> 
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OBSERVATIONS ON OBSTETRIC CONSULTATIONS.' 





By J. C. Winpeyer, M.D., Ch.M. (Sydney), 
Professor of Obstetrics, University of Sydney. 


In order to have some facts on which to base my 
remarks to you tonight, I tabulated my findings in 
a series of three hundred obstetrical consultations, 
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a number which I thought would be sufficient to 
give an idea as to the more common types in which 
one’s opinion is sought. 








‘ TABLE I. 
Ali Consulta Consultations. 
Ante-natal. | Intra-natal. | Post-natal. 
- | 
181 | 59 | 60 
— —_ — } -_ — 
TABLE II. 


Ante-natal Consultations. 


Diagnosis of pregnancy 6 
Pyelitis .. ne ve 
Diseases complicating pregnancy .. Tuberculosis .. oats ae 
Heart lesions .. en te 


Premature termination of oanater 








Pseudocyesis . . ae 1 
Abnormalities of soft ‘passages ws 3 
Tumours of uterus and appendages 6 
General contraction .. 12 
Abnormalities of hard passages 24< Contraction atthe outlet 9 
Contraction at the brim 3 
Normal hard passages (usually occipito- 
posterior ‘pameal at previous 
pregnancies) 4 : ae a 8 
( Twins 2 
Diagnosis of lie presentation and position 138< Breech .. 4 
| Transverse 2 
Hydramnios .. 2 
Fetal death .. a a OF we ae 
Post-maturity os = ee ss 10 
Oversized child 5 Si os ae 1 
Preeclamptic me 16 
Hyperemesis .. 13 
Toxemias.. se aC ne .. 454 Nephritic aon 8 
Eclampsia . 7 
FS acct atrophy : 
Ante-partum hemorrhage .. aw J a ended 5 
TABLE III. 
Intra-natal Consultations. 
Diseases complicating ose ae ae uf 
Tumours complicating a oe 2 
Inertia .. 11 
Faults in powers. . 14 \ Contraction ring 3 
Soft passages .. 2 
Outlet .. 6 
Delayed labour< Faults in passages ce, WO —* contraction : 
Occipito- posterior 6 
— 6 
Faults in passenger .. 184 Breech . 5 
Face 1 
Eclampsia is mr 2s ae 
Placenta previa m as is ae 9 
Prolapsed cord |... a ae te 1 
TABLE IV. 
Post-natal Consultations. 
Acute infectious diseases complicatin; 5 
Local uterine infection 13 
Local uterine infection 
Puerperal infection with local spread.. 8 
, ( Generalized infection 16 ae ga ate 2k 
yemia. a Ss 1 
Obstetrical trauma .. 
Inversion of uterus .. 
Toxemic conditions. . 3 ig Eclamps' P 
eae we albuminuria. 2 


Shock after seemed 
Pyelitis es 

Mastitis : 

Red degeneration of my oma 
Puerperal insanity vi 


Dak ed et A het 


The series is not chronologically an absolutely 
consecutive one, as I picked out case cards as they 
had been filed away till I had the above number. 

In many cases, of course, there were several 
abnormalities present, but I have tabulated them 
under the main one, for example, one primigravida, 
aged thirty-seven, had a twin pregnancy, severe pre- 








eclamptic toxzmia, a moderately contracted outlet 
and a large cervical myoma obstructing delivery ; 
the latter necessitated Cesarean section. As the 
myoma was the main complication the case was 
tabulated under the heading of myomata. 

It would be impossible in the short time allowed 
for the reading of a paper to attempt to discuss 
the cases individually or in groups, so that what 
I intend to attempt is to take a few of the more 
common conditions necessitating a consultant’s 
advice and to discuss them briefly. In doing this 
I have avoided as far as possible any overlapping 
with the paper that is to follow. 

In the classification of the cases in Table I they 
are divided into groups according as the patient 
was not in labour, was in labour or that labour had 
been completed. Consultations in the ante-natal 
period numbered 181 or approximately 60% of the 
total, whereas consultations in the intra-natal and 
post-natal periods each constituted roughly 20% 
of the total. 

It is gratifying to me that the much greater 
proportion of consultations occurs before than dur- 
ing and after labour, as I have been attempting to 
preach the gospel of ante-natal supervision for many 
years. 

It may be that this preaching is the cause of a 
large proportion of ante-natal consultations in my 
series, but I venture to hope that other obstetric 
consultants will show similar figures and thus 
indicate that ante-natal supervision or care of the 
expectant mother is increasing amongst general 
practitioners. 

You are aware, of course, that not all of the 
patients seen in consultation during pregnancy need 
treatment during pregnancy; some require immedi- 
ate medical, surgical or obstetrical treatment. 
Others who are suffering from some condition which 
may or will cause difficulty during labour, may not 
need immediate treatment, but merely advice as to 
the treatment to be adopted before term or during 
labour; such women should be advised to enter a 
hospital where complicated labour can be more 
conveniently and advantageously treated. 

At times the reproductive process may be 
absolutely physiological, but there is a complicating 
pathological condition of another organ or organs 
and one has to take into consideration the effect 
of the reproductive process on the complicating 
pathological condition or vice versa. At times in 
such cases experience and judgement and a careful 
summing up of all of the factors concerned are 
necessary. I emphasize the fact that the considered 
opinion of the attending practitioner should be 
carefully gone over by the consultant before an 
opinion is given as to the course to be pursued in 
each individual case. 


Toxzemias of Pregnancy. 

The toxzemias of pregnancy constitute the largest 
individual group among the reasons for consulta- 
tion in my series, forty-nine or approximately one- 
sixth of the total of three hundred. 
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Naturally many of the women were suffering from 
the more severe or persistent types of toxemia, as 
a consultant is rarely called in to see the less severe 
types. Thirteen women were suffering from 
hyperemesis gravidarum, the main severe toxemia 
of early pregnancy. Nine others had developed 
eclamptic convulsions and of these seven were not 
in labour. The more severe grades of albuminuria 
constituted all but one of the remainder. 

- The classification of the albuminurias of the later 
months of pregnancy is not standardized and it 
varies with different authorities. I have classified 
mine into the two fairly well defined classes, 
preeclamptic toxemia and nephritic toxemia; the 
first type is found more commonly in the young 
primigravida and the latter often in the elderly 
multigravida. 

Recent investigations emphasize the fact that 
recurrent or nephritic toxemia is more likely to 
follow a prolonged toxemia rather than eclampsia 
in the previous pregnancy. Therefore, one should 
not permit a woman suffering from a severe albumin- 
uria to attempt to carry on too long, otherwise 
permanent renal damage may result. If improve- 
ment does not set in within two weeks, termination 
of the pregnancy should be seriously considered. 


Contracted Pelvis. 


Thirty-five of the patients seen in consultation 
before or during labour are tabulated under the 
heading of contracted pelvis. In three others 
referred to me owing to difficulty in the previous 
confinement and thought to have pelvic contraction, 
I could not detect any signs of contraction. Careful 
inquiry revealed the fact that unrecognized occipito- 
posterior position was the cause of the previous 
dystocia in these women and their condition is 
classed separately under the heading of normal hard 
passages. 

Generally contracted pelvis, sixteen cases or 46%, 
is the most common in this small series, followed 
by funnel-shaped pelvis, fifteen cases or 43%, whilst 
flat pelvis, four cases or 11%, is the least frequent. 

These figures correspond fairly well to those given 
by Whitridge Williams in a large series of white 
women with contracted pelves in America, but as 
rickets is very rarely seen in Australia, there are 
relatively fewer flat pelves here and more of the 
other two varieties. 

Here I will discuss only the funnel-shaped pelvis, 
as it is the type that has been recently engaging 
the attention of obstetricians in many parts of the 
world, Opinions vary greatly as to its frequency 
and its importance as a cause of difficult labour. 
In my opinion contraction of the outlet of the 
pelvis is quite common, as the transverse diameter 
of the anatomical outlet, that is the distance 
between the widest apart portions of the ischial 
tuberosities, measures less than ten centimetres 
(four inches). Fortunately in most cases the 
diminution in this diameter is less than two and a 
half centimetres (one inch) and normal delivery 
occurs. If, however, there is as well a diminution 
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in the posterior sagittal diameter (that is the 
diameter running from the posterior aspect of the 
tip of the sacrum to the mid-point of the transverse 
diameter) delivery may be difficult. I say may be 
difficult advisedly, as, first, the passenger may be a 
small one and, secondly, the softening of the liga- 
ments surrounding the pelvic joints may permit 
separation of the ischial tuberosities and the tip of 
the sacrum. The foetal head, as it descends through 
the pelvis, will tend to dilate the hard passages. 
The separation of these three points can be 
increased by posture; either the exaggerated 
lithotomy position or the lateral position with the 
thighs acutely flexed on the abdomen has this effect; 
one or other of these positions should be used when- 
ever there is delay at or below the plane of least 
pelvic dimensions; when the head comes down 
through the bony obstruction and is distending the 
perineum, the legs should be partly extended to 
reduce the risk of perineal laceration. The old 
saying: “Legs down at the brim, legs up at the 
outlet and legs partly down at the perineum,” if 
remembered, will save much obstetric trouble. 

If the sum of the transverse and the posterior 
sagittal diameter totals less than fifteen centimetres 
(six inches), difficulty in delivery is almost certain 
to occur. I performed Cesarean section upon two 
women in this series in whom the sum of the above 
two diameters was about twelve and a_ half 
centimetres. 





Ante Partum Hzemorrhage. 


In regard to the two varieties of ante partum 
hemorrhage in my series it is found that, whereas 


before labour pains had set in in twelve women, 
five with accidental hemorrhage and seven with 
placenta previa, during labour consultation was 
necessary only for patients with placenta previa, 
nine in number, indicating that with the onset of 
uterine contractions accidental hemorrhage tends 
to decrease, whilst the hemorrhage from placenta 
previa increases. 

Some practitioners do not sufficiently comprehend 
the vital importance of preventing blood loss as 
early as possible in ante partum hemorrhage and 
particularly in unavoidable hemorrhage. The 
hemorrhage should be controlled at the earliest 
possible moment; the methods used in controlling 
the hemorrhage are plugging the vagina, Willett’s 
scalp traction method, version or de Ribes’s bag; 
they usually promote uterine contraction as well 
and dilatation of the cervix occurs slowly with 
little blood loss. 

Quick extraction is to be avoided, especially if 
the woman is exsanguinated, the shock of delivery 
under such circumstances is apt to prove fatal. 
One should allow time for clotting to occur in the 
separated placental sinuses and for the cervix to 
dilate without tearing. 

A tip well worth remembering when called to see 
a woman suffering from ante partum hemorrhage is 
the following. Prepare, if it is possible to do so, 
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means for the control of the hemorrhage before 
commencing your examination of the patient. The 
manipulations, abdominal or vaginal, during the 
examination necessary to discover the cause of the 
hemorrhage may precipitate further profuse 
hemorrhage and much blood loss may be prevented 
if the hemorrhage can be controlled immediately. 


Delayed Labour. 


In forty-two of the fifty-nine consultations for 
intra-natal complications the condition is tabulated 
under the main heading of delayed labour. This is 
again subdivided according to whether the main 
fault lies with the powers, the passages or the 
passenger. 

Commonly when one enters the lying-in room of 
a woman suffering from a delayed labour the attend- 
ing practitioner is ready with his anesthetic 
apparatus and he seems to be impatient to get the 
patient under in order that the consultant may 
immediately deliver the patient. The consultant has 
at times to restrain him until he has examined the 
patient carefully by inspection, abdominal and 
vaginal palpation, auscultation and mensuration, in 
order to discover the cause or causes of the difficulty. 
Much time and thought may need to be expended on 
the various examinations before he decides when 
and how delivery is to be carried out. 

You will notice in Table III that the cause in 
eleven patients is put down as due to inertia; it is 
probable that I may have caused disappointment 
when I advised a dose of morphine; frequently 
during the first stage that was all that was 
necessary. 

If delivery has been attempted, it is necessary to 
look for evidence of maternal or feetal trauma. If 
there is evidence of damage the consultant should 
mention it at the end of his examination, before 
proceeding with the delivery. 


The Febrile Puerperium. 


Febrile conditions produce by far the greater 
proportion of the consultant’s work during the 
puerperium. Out of a total of sixty such conditions 
thirty-seven were due to uterine infection, five were 
due to infection of the breast and kidney, five more 
were due to infectious diseases complicating the 
puerperium and there were only ten patients in 
whom an_ elevated temperature was not an 
important symptom. 

There is a golden rule in obstetrics which runs 
as follows: All elevations of temperature during 
the puerperium are to be considered as due to 
uterine infection unless they can be definitely 
proved otherwise. 

Some practitioners attending women with an 
obvious uterine infection endeavour to evade their 
possible or probable responsibility for that infection 
by diagnosing pyelitis if an odd pus cell is found 
in the urine or an odd colony appears on culture. 

Speaking generally, consultations on women suf- 
fering from a febrile puerperium are of two kinds. 
The first one (I am glad to be able to say the 


more common one) is the consultation at the com- 
mencement of the febrile period when the consultant 
may favourably direct the course of treatment to 
be pursued, even if it is only a matter of promoting 
drainage from the uterus by posture or drugs. 

The second type of consultation is the one in 
which a consultation is asked for late in the pro- 
gress of the disease. Here often one can only concur 
in the opinion that nothing further can be done and 
that the woman will almost certainly die. In cases 
such as this the following history may be obtained. 

The temperature had risen to 39-4° C. (103° F.) 
on or about the third day of the puerperium and 
the uterus was obviously infected. On the fourth 
day an intrauterine douche had been given; as the 
fever and illness persisted on the fifth day under 
anesthesia the uterus had been curetted, severe 
hemorrhage had accompanied and obviously had 
been the result of the curettage and the uterus had 
been hurriedly packed. 

Following upon this treatment the more or less 
exsanguinated woman has little chance of fighting 
the infection which has been further disseminated 
by the curetting. 

How practitioners with any pretence to knowledge 
of modern methods can attempt to justify their use 
of the curette as a means of treating uterine infec- 
tion passes my comprehension. All authorities 
condemn its use in such cases. 

There are, of course, in every large city men 
who are qualifying themselves for gynecological 
practice; they do consultant obstetrics until they 
have amassed sufficient practice and wealth to do 
without obstetrics. These men often have not had 
a thorough obstetrical training, they are deficient 
in their obstetrical instinct and often do a great 
deal of damage not only by their ill advised treat- 
ment of the individual patient, but also by their 
influence on the future work of the general 
practitioner. 

I have as second consultant seen quite a number 
of patients in some of whom, had the advice of the 
first consultant been followed, the patient’s life 
would have been in danger; hence I have had to give 
advice diametrically opposed to that given by him. 

As second consultant I have also seen patients 
for whom the treatment advised or carried out by 
the first consultant has had disastrous results; in 
some I have been able to prevent a fatal termina- 
tion, but in others the condition of the patient has 
become hopeless. 

When lecturing to students I always tell them 
that if they require advice in regard to an obstetric 
case in their early post-graduate years, they should 
not ‘eall in a contemporary, as the contemporary 
will probably be of little help; but that they should 
ask the advice of a more senior man and especially 
one who has had a large experience in obstetrics 
and in Sydney, if possible, they should obtain the 
advice of a man who is on the staff of an obstetric 
hospital as being one who has had more experience 
in the handling of obstetric abnormalities. 















Obstetric Consultations. 
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extra effort; the extra effort usually produces good 
results. 


medicine and the obstetrical specialists are increas- 











ance of the obstetrical hospitals. 

Obstetrics is in my opinion going through a 
phase that has been seen in other branches of 
medicine; it is being recognized more and more that 
the abnormal case is one that is best handled by 









whole of the resources and personnel of the institu- 
tion are available for the patient who needs expert 
team work. 


As a consultant I can but admire the care and 
dexterity with which many general practitioners 
handle their patients in the ordinary complications 
of pregnancy, labour and the puerperium. I am 
also impressed with their skill in diagnosis of the 
more obscure complications, which skill has been 
attained after careful observation of the normal 
and the abnormal in pregnancy, labour and the 
puerperium. 

The consultant should be an optimist in regard 
to the prognosis of the complications of pregnancy, 
labour and the puerperium that he gives to relatives 
and friends if the patient has a chance; sometimes 
he has to put things in a grave light to commence 
with, but he should put an optimistic and cheerful 
note at the finish, as there is no doubt that cheerful 
and hopeful looks on the faces of her friends will 
often help a patient in a life and death struggle. 
An optimistic tone and little or no adverse criticism 
of the previous treatment adopted by the medical 
attendant is advisable, more particularly when the 
medical attendant, as is sometimes the case, is suf- 























obstetric patient is doing badly. Kindly assurance 
that it is not his fault, will assist such a one more 
than adverse criticism. 

Criticism,- if necessary, should be withheld till 
some later occasion. 
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Obstetrical knowledge has been added to rapidly, 
especially within the past decade and there is in 
my opinion not the slightest doubt that during the | 
next few years we shall find that progress in regard 
to better knowledge and treatment will be more 


Throughout the world more time is being set 
apart for the teaching of obstetrics to students of 
medicine and more and more recent graduates are 
devoting time to the further study and experience 
It has 
been the rule, I think, that with more specialized 
knowledge of the various branches of medicine (I 
use the term medicine generally to include all the 
subjects of the medical curriculum) with men con- 
centrating their efforts upon one particular branch 
and with these men in active competition with one 
another more detailed knowledge and better treat- 


| be remembered that according to the accommoda- 


There is nothing equal to competition to produce 
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ing in number with the increase in size and import- | wij] reflexly excite fetal movements and by these 


an expert in the subject in a hospital where the | 
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British Medical Association in coniyneien with the Section of 
Obstetrics and Gynecology on May 2, 29. 
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SOME OBSTETRIC COMPLICATIONS.' 





By Aurrep J. Gipson, M.B., Ch.M., F.C.S.A. 
Honorary Surgeon, The Women’s Hospital, Crown Street, 
Sydney; Examiner in Clinical Obstetrics and 
Tutor in Obstetrics, The University 
of Sydney. 





In the paper presented to you tonight I propose 
to discuss certain aspects of malpresentations in 
general, retrodisplacements of the uterus during 
pregnancy and the puerperium and _ breech 
presentations. 

Malpresentations. 


When a malpresentation is found, it is not 
sufficient, merely to diagnose what the actual mal- 
presentation is and to correct this, but a search 
must be made for the cause of the condition. It will 


tion theory, advanced by Sir James Simpson and 
others, the foetus will accommodate itself to the 
uterus most easily when it lies with the wide breech 
occupying the wide fundus of the uterus, with the 
head in the narrower lower pole. If anything occurs 


movements it will ultimately work itself back into 
its original position. Thus four factors are involved: 
(i) The shape of the uterus, wide above, narrow 
below; (ii) the shape of the fetus, breech wider 
than the head; (iii) the tonicity of the uterine 
walls; (iv) the life and tonicity of the foetus. 

The cause of the malpresentation is often due to 
more than one factor, but I think it is a useful 
plan to consider each factor separately and then to 
arrive at the most probable diagnosis. Thus adopt- 
ing this method, let us consider the various con- 
ditions which may affect these factors. The normal 
shape of the uterus is altered by anything which 
prevents the head coming into the lower uterine 
segment and entering the pelvis. 

The conditions altering the shape of the uterus 
are contracted pelvis, tumours of the uterus, ovaries, 
broad ligament, bony pelvis or the other pelvic 
organs, either innocent or malignant in nature, 
placenta previa, overdistension of the uterus from 
hydramnios, overdistension of the bladder or very 
loaded rectum, congenital malformations of the 
uterus, adhesions from old inflammatory lesions or 
operative procedures, obliquity of the uterus, 
pendulous abdomen, deformities of the spine, 
lordosis, scoliosis, kyphosis et cetera. 

The shape of the foetus, normally flexed, is altered 
by multiple pregnancy, monstrosities, anencephalic 
monsters and the like, hydrocephalus, excessively 
large foetus or a post mature feetus, tumours in 
front of the neck of the child, cystic hygroma and 
so forth, arms folded under the chin, several coils 


pound presentations, such as head and hand, rare 
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enlargement of the abdomen from ascites, congenital 
cystic kidney, tumour of the liver. 

The tonicity of the uterine walls may be altered 
by constitutional conditions or local conditions. 

The constitutional conditions may be too fre- 
quently repeated pregnancies, anemia and allied 
blood conditions, general ill health from overwork, 
insufficient sleep, unsuitable or insufficient food, 
worry, anxiety, in short the domestic trials and 
tribulations of a woman with a large family, insuf- 
ficient or incapable help and a selfish and incon- 
siderate husband, chronic nephritis and cardio- 
vascular disease, syphilis, diabetes or other 
endocrine disorders, tuberculosis and other diseases 
or chronic toxic absorption from focal infections in 
tonsils, accessory nasal sinuses, appendix, gall 
bladder, oral sepsis or pyelitis. 

The local conditions may be overdistension from 
any cause, tumours in the uterine wall, fibroids and 
the like or unhealthy uterine musculature or endo- 
metrium following after previous labours or mis- 
carriages or septic conditions or associated with 
retroversions or prolapse or lacerated conditions of 
the cervix. 

The conditions affecting the life or tonicity of 
the foetus are premature or poorly developed from 
syphilis or the above mentioned conditions and 
foetal death. 

When, therefore, a malpresentation is found, the 
history should be very thoroughly investigated and 
a search made for any of the above mentioned con- 
ditions. The menstrual history in these patients 
should be very carefully inquired into for abnor- 
malities in the menstrual flow and onset of 
menstruation point to disorders in the endocrine 
system. Careful inquiry into the previous illnesses 
of the patient and especially the childish ailments 
often despised by the patient may yield information 
of value. 


Backward Displacements of the Uterus During Pregnancy 
and the Puerperium. 

In dealing with backward displacements of the 
uterus, a very common complication, the following 
facts should always be kept in mind. 

The uterus is a movable organ; retroversion of 
the normal uterus is very common; pregnancy can 
occur in an uncomplicated case of retroversion 
almost as easily as if the uterus was in the normal 
anterior position; if pregnancy occurs in a uterus 
which usually lies in the mid position, retroversion 
often occurs; persistent retrodisplacement always 
interferes with the venous circulation of the pelvis 
and ultimately produces pathological changes in the 
endometrium, uterine wall and ovaries dependent 
on venous engorgement. 

Bearing these facts in mind, we should be on the 
watch for retroversion early in pregnancy and if 
found, we should be prepared for the occurrence 
of abnormal conditions during pregnancy, labour or 
the puerperium. 

In the early months it is sometimes associated 
with hyperemesis which is sometimes benefited if 





the retroversion can be corrected. Miscarriage may 
occur and this may follow on injudicious attempts 
to correct the displacement. One sometimes sees 
patients who give a history of several miscarriages, 
said to be due to the misplacement, but which so 
often occur after vaginal manipulations that the 
patient expresses a desire not to be examined for 
fear miscarriage may occur. 

Malpresentations may occur and in my experience 
occipito-posterior positions are very frequently met 
with in patients in whom a retroversion was per- 
sistently present before pregnancy occurred. 

In my paper™) on “Occipito-Posterior Positions” 
published in Tue Mepican JourNAL or AUSTRALIA 
(June 26, 1926) I put forward a theory that further 
experience has confirmed. This theory was that the 
position of the uterus at the time of implantation 
of the ovum determines the position the foetus will 
occupy as it developes in utero. Elaborating this 
theory further, we know that anterior positions of 
the uterus are more common than posterior ones 
and anterior positions of the fetus also, are the 
more common. Further, we know that the placenta 
developes at the site of implantation of the ovum 
and is opposite the abdomen of the foetus. Now in 
anterior positions of the foetus the site of implanta- 
tion of the ovum and the situation of the placenta 
is the posterior wall of the uterus, which in the 
normal uterine position is the uppermost wall, but 
in retroversion of the uterus, if the same rule is to 
hold good, that is implantation on the uppermost 
wall, it will be implanted on the anterior wall which 
is the uppermost in this position. Since I put for- 
ward this theory several colleagues have informed 
me of conditions which they have personally 
observed and which confirm this opinion. I stated 
before that persistent retrodisplacement always 
interferes with the venous circulation of the pelvis 
and ultimately produces pathological changes in 
the endometrium, uterine wall and ovaries dependent 
on venous engorgement; we would therefore expect, 
if this theory be correct, that complications of 
pregnancy would be common in occipito-posterior 
positions and in my paper quoted above nearly 50% 
of the cases analysed showed some abnormality. 
The abnormalities noted included uterine inertia, 
ante partum and post partum hemorrhage, placenta 
previa, adherent placenta, premature labour. The 
complications for which we should be on the watch 
in the early months are miscarriage, threatened or 
inevitable, in the later months malpresentations and 
ante partum hemorrhage, during labour uterine 
inertia with slow dilatation of the os, adherent 
placenta and post partum hemorrhage, during the 
puerperium sapremia, subinvolution and recurrence 
of the ‘retroversion. 


The symptoms associated with retroversion and 
incarceration of the gravid uterus are so well known 
that I do not intend to discuss them here. 


Treatment. 
Text books advise that the retroversion should be 
corrected and either a Hodge pessary or a ring 
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pessary inserted and worn till the fifth lunar month. 
In my own practice I rarely use a pessary, but rely 
on posture in the knee-chest position. I instruct 
my patients how to get into the correct position and 
ask them to adopt this two or three times a day 
for five to ten minutes, warning them to lie down 
if they feel sick or faint and not to strain their neck 
muscles. I ask them to report every two weeks and 
in most instances the condition is corrected by 
these measures. If excessive vomiting or nausea is 


present, I try to replace the uterus and put in a | 


pessary, but only if it can be done easily. If about 
the end of the third lunar month the uterus is not 
forward and does not easily come forward with 
manipulation, I get the patient to rest in bed for 
a day and have her ready for an anesthetic. Very 
often after a day’s rest in bed in the Sim’s position 
one can easily replace the uterus and it is only very 
seldom that an anesthetic is required. If it is 
required, I insert a pessary after correction and 
examine in a day or two to see that the correct 
position is maintained. 

If the patient gives a history of several miscar- 
riages and I am not acquainted with her pelvic 
condition, I examine very gently simply to see if 
there is a retroversion and then rely solely on pos- 
ture and Sim’s position while in bed and on light 
abdominal palpation to ascertain if the fundus can 
be felt, omitting any further vaginal examinations. 
I combine with this a mixture of chlorate of 


potassium and hydrastis and sometimes alternate | 


with mercury and iodide of potassium. 


In the puerperium retroversion frequently occurs ; 
a fairly large proportion of these misplacements 
are spontaneously corrected. 
pelvic discomfort are present, I do not think it is 
wise to inform the- patient of the condition, but I 
advise abdominal massage and _ exercises 
strengthen the abdominal and pelvic muscles and 
the knee-chest position twice daily. A good exercise 
to counteract any pelvic venous engorgement is to 
get the patient to walk about on all fours for a 
few minutes and an important one to tone up the 
levatores ani is to draw up the bowel and to hold it 
tightly drawn up as long as they can several times 
a day. This exercise is best described by telling 
the patient to adopt the instinctive action adopted 
when there is an extremely urgent desire for the 
bowels to act, but no facilities for relieving such a 
desire are at hand. 
the contrast in the condition of the Jeratores ani 
before this exercise is adopted and after a month of 
faithful exercising. They should be advised to 
report occasionally for examination and at once if 
any symptoms of discomfort arise. If symptoms 


of pelvic discomfort, such as backache, bearing-down | 


feelings or a persistence of blood-stained discharge 
are present, more active measures may have to be 
adopted and in these circumstances pessaries are 
often useful. Sometimes, however, pessaries can- 
not be retained because of pain or inability to keep 
the uterus in position and in these patients long 
hot douches, glycerine or ichthyol tampons com- 


If no symptoms of | 


to | 


It is very instructive to note | 


| bined with posture, exercises and tonics usually give 
| relief. 

| Personally I prefer the latter treatment to the 
| use of pessaries, because if one examines patients 
| who have been wearing pessaries alone for a month 
| or more, and compares their pelvic structures with 
| those of women who have used tampons, invariably 
the pessary patients still have soggy pelvic struc. 
tures, even though the uterus is in good position, in 
contrast to the firmer, stronger, more normal pelvis 
of the tampon patient. 

I am well aware many patients object to the 
bother involved in this treatment and demand the 
easier pessary treatment, but I have found that if 
the reasons are explained, most women are willing 
to give it a trial. Appealing to their vanity and 
their desire to retain that slim girlish figure often 
helps wonderfully and in fact more and more women 
are asking for instruction in regard to exercises” 
and massage even before it is suggested. If pro- 
lapse is associated with retroversion, relief is often 
obtained by wearing a ring pessary in the day time, 
removing it at bed time and inserting a glycerine 
tampon with a long douche before inserting it and 
after removing it in the morning. The pelvic con- 
ditions are often so much improved that subsequent 
operative procedures are declined. If symptoms 
| still persist after a fair trial, operative procedures, 
of course, have to be considered. 





Breech Presentations. 


The foetal mortality in breech presentations 
| varies considerably. Text books state that it is 
| usually about one in eleven, but may be as high as 
| one in five according to the skill and presence of 
mind of the accowcheur. When considering statistics 
of foetal mortality in breech presentations we have 
| to remember that as we are dealing with a mal- 
presentation, complications are very commonly 
present and many very premature births occur and 
so a very careful analysis has to be made in order 
to obtain an accurate picture of the results of 
breech deliveries. In this paper tonight I wish to 
confine my remarks to cases uncomplicated by such 
conditions as placenta previa, tumours, toxzmias, 
prematurity or after podalic version. Gibberd 
states that standard text books give foetal mortality 
as 10% for primipare and 3% for multipare, but 
he considers this is far below that obtained in an 
average practice. 

He analysed nine thousand consecutive deliveries 
in Guy’s Hospital district. In this series there were 
221 breech presentations, thirty-five in primipare 
and one hundred and eighty-six in multipare. 

Of the children 22% were born dead and in 
addition 1:3% of those born alive, died within the 
| first ten days. Of the uncomplicated cases twenty- 

nine occurred in primipare with a fetal mortality 
_ of 28% and a neonatal mortality of 35% and one 

hundred and six in multipare with a _ fetal 
| mortality of 14% and a neonatal death rate of 1%. 
| RidJer® found that in a series of breech cases from 
| the district department of a metropolitan hospital 
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in Sydney the fetal mortality was 548%, whereas 
in the indoor department over six and a half years 
the foetal mortality was 19:10%. If premature 
babies be excluded, the rates would be 3:-44% and 
16-27% respectively. 

The prognosis for the mother, except that severe 
perineal tears are more frequent, is no worse than 
in vertex presentation. 


Cause of Fetal Mortality. 

It used to be taught that the principal risk to 
the child was from asphyxia, but Eardley Holland“? 
showed that post mortem observations on breech 
born children who are delivered dead, or who die 
shortly after birth, revealed that in more than 75% 
there was evidence of intracranial injury in the 
form of lacerations of the tentorium cerebelli and 
cerebral hemorrhage. He showed that in the vast 
majority of cases the child was lost because the 
aftercoming head was pulled out too quickly. The 
danger of hastening the delivery of the aftercoming 
head should be obvious enough, for the head is sub- 
jected to a sudden and severe stress by being forcibly 
dragged through a vagina and perineum which are 
unprepared for its passage or at all events only 
prepared by being moderately distended by the body 
of the foetus. The death rate from breech born 
foetuses will fall only when it is realized that they 
are not killed by cord compression, but by too rapid 
head compression. The practical lesson from this is 
that the aftercoming head must be delivered, not 
with forceful haste, but slowly and deliberately. 


After intracranial injury next most important 
cause is asphyxia, 25%. It may be due to prolapse 
of the cord, long delay in the delivery of the head 
or prolonged pressure on the foetus after the liquor 
amnii has drained away. 


Conversion into a Vertex Presentation by External Version. 

In view of the risks to the feetus it is advisable in 
the majority of cases of breech presentation to try 
to convert the breech into a vertex presentation. 
The most suitable time for this to be attempted is 
between the thirty-second and thirty-sixth weeks. It 
is essential before attempting this to diagnose the 
position of the foetus accurately and before the 
thirty-second week mistakes can easily be made. The 
earlier after this the attempt is made, the more 
likely is it to succeed, because the liquor amnii is 
relatively more abundant and the presenting part is 
not engaged, but for the same reasons the corrected 
position may not remain permanently so. 


In Gibberd’s series in 232 cases in which external 
version was attempted, it failed on the first occasion 
fifty-eight times (23%). Spontaneous version took 
place later in seventeen of the fifty-eight patients 
and no further attempt was made in eighteen. In 
eighteen another attempt was made and version 
failed again in ten. He thinks version should be 
successful in 90% of patients. The breech presenta- 
tion recurred once in thirteen patients or 8%. 
Subsequent external version was permanently suc- 
cessful in four of these patients and occurred 





spontaneously in one, while in two the breech 
presentation recurred twice. In the remaining six 
no further attempt at version was made. 

In his series out of 107 versions performed 
between the thirty-second and. :thirty-fifth weeks, 
65% recurred, while out of 72 performed after the 
thirty-fifth week 83% recurred, thus showing that 
recurrence is not more likely to take place if the 
version is performed at the earlier date. 

Version was noted as having taken place spon- 
taneously after the thirty-second week in seventy- 
one patients on whom manipulation had _ been 
attempted. 

Of the 204 infants delivered by external version 
with a head presenting, the mortality was 2% and 
in addition to this 1:4% of the infants born alive 
died within ten days. There were no maternal 
deaths. 


Method of Performing External Version. 

By accurate palpation the position of the 
foetus is diagnosed and in turning the attitude of 
flexion is preserved. If the breech is engaged in the. 
brim of the pelvis, the hands should be gently insinu- 
ated below the breech so as to lift it out of the pelvis 
and to push it into one iliac fossa. Then the feetal 
head and breech are pushed towards each other so 
as to make the foetus into a sphere as much as pos- 
sible; by so doing the back is kept well arched and 
flexion is preserved or increased. Then by a con- 
tinuance of pressure the breech is pressed upwards 
and the head downwards until the foetus lies in the 
transverse position. By keeping up gentle pressure 
the foetal head can usually be manipulated in the 
pelvic brim. 

Once the breech is freed, the main pressure is on 
the foetal head. In very many cases, especially in 
multipare, version can be done with the utmost 
ease. I generally advise the patient to wear an 
abdominal binder for a few days and then if the 
correct position is maintained, this can be dispensed 
with. If one fails, the procedure is repeated in a 
week’s time. I have sueceeded in some cases only 
after trying four or even five times at weekly 
intervals. If the method outlined above fails after 
several trials, some advocate turning in the opposite 
direction, although this entails more risk of causing 
extension of the head. If, as is sometimes the case, 
a firmer grip can be obtained on the breech than 
the head pressure directed so as to turn the foetus 
backward may favour flexion and therefore be more 
likely to succeed. Sometimes when the feetus is 
turned into a transverse position and further pro- 
gress cannot be made, it can be made to move by 
pressure in an antero-posterior direction. Some- 
times by using a large pad and binder so placed as 
to cause some continuous pressure on the fetal head 
and increase flexion, spontaneous version will fol- 
low. The nearer to term the effort to convert a 
breech into a vertex is made, the more likely is it 
to fail; it is rarely successful after the membranes 
have ruptured or after the onset of labour. 

Difficulties met with may be due to the following 
conditions. 
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1. In a primipara with a tight abdominal wall 
in whom the vertical length of the abdomen is small, 
the head may be tucked away under the costal 
margin and this may be the cause of considerable 
difficulty. The difficulty will be less at the thirty- 
second week than when the fetus has grown bigger 
by the thirty-sixth week or later. 

2. In some multipare when there is a rather tense 
uterus, with some excess of liquor ammii and a 
relatively small foetus, it is often easier to perform 
version late than early, since the bigger fetus is 
more easily seized and turned. 

3. An unduly large fetus may create difficulties. 

4. A small amount of liquor amnii may be an 
impediment. 

5. Undue resistance of the abdominal muscles 
from nervousness or abdominal tenderness may 
interfere with the manipulations. 

6. Excessive irritability of the uterine muscle, 
whereby prolonged uterine contractions occur when- 
ever any attempt is made to move the feetus, at 
‘times causes trouble. 

7. In very obese patients it may be difficult to 
perform version. 

8. In a frank breech presentation the legs being 
extended and acting as a splint and thus preventing 
flexion of the foetal body may render version 
impossible. 

9. When the breech is deeply engaged in the pelvis 
and cannot be manipulated out, version cannot be 
performed. 

10. If congenital dislocation of the hips be pre- 
sent, version will be very difficult. 

11. In twin pregnancy it is difficult and it is not 
advisable to attempt it. 


These difficulties may be overcome by various 
measures such as repeating the attempt a week or 
so later, putting the patient to bed for twenty-four 
hours, getting the bowels well opened by an enema 
and administering chloral hydrate or bromide of 
potassium; pressure on the breech per vaginam by 
which means it may be pushed out of the pelvis 
and then manipulated; putting the patient in the 
Trendelenburg position; administering a general 
anesthetic. 

Certain dangers may arise as a result of version 
and the following have been reported: 

Malpresentation of the head as a result of undoing 
flexion; prolapse of the cord or twisting of the cord 
round the body of the child or round the neck or 
limbs which may lead to the death of the child from 
strangulation; if undue force is used, especially if 
the patient is under the influence of a general 
anesthetic, the placenta may be partially separated 
or a retro-placental hemorrhage may occur and be 
signalized by an ante partum hemorrhage; injury 
to the broad ligament or the blood vessels may 
follow, but this also occurs only if undue force has 
been used; foetal deaths have been reported as a 
result of pressure of the head on the vessels of the 
cord, in a battledore type of placenta, where they 
entered the placenta. 











All these are infrequent complications and do not 
occur unless undue force has been used and are not 
contraindications to the method, but are simply 
possibilities to be borne in mind in case too strong 
efforts should be attempted. 


Treatment. 


It is not my intention to discuss the treatment of 
breech presentations in detail, but only to touch on 
certain aspects. 

The best treatment, I think, is to diagnose every 
breech presentation before the thirty-fourth or 
thirty-sixth week and convert as many as possible 
into vertex positions. But as the millennium in 
obstetrics is not yet reached, many infants present- 
ing by the breech will still have to be delivered in 
this position. The treatment depends upon certain 
factors. 

It will vary according to whether the presentation 
is a full breech or a frank breech. In a full breech, 
that is a normally flexed one, usually the feet can 
be felt as knobs moving about in the lower part of 
the abdomen and if the feet cannot be felt in this 
position or by vaginai examination, we diagnose a 
frank breech presentation, that is one with the legs 
extended. We should always suspect a frank breech 
if version fails. 

It will depend on whether the patient is a primi- 
para or a multipara, whether the pelvis is con- 
tracted, normal or large, whether the foetus is small 
or large, whether the uterine muscle is normal in 
activity or tends to clasp the foetus unduly, whether 
the liquor amnii seems normal in amount or 
increased or diminished. 


It should be remembered that in every breech 
delivery there are three distinct mechanisms. The 
first is the mechanism of the breech, the second the 
mechanism of the shoulders and the third the 
mechanism of the aftercoming head. The breech. 
the shoulders and the head have to come into the 
pelvis in turn, strike the pelvic floor and be rotated 
in the pelvis. In each there is descent, engagement. 
rotation and then lateral rotation of the body after 
the shoulders descend and rotate. The head enters 
with the long axis of the ovoid in the long axis of 
the pelvis, the chin comes down, strikes the pelvic 
floor and is rotated to the front. In order that a 
breech may be born spontaneously, it is essential 
that there should be full dilatation of the cervix and 
that no traction should be made, as this tends to 
undo flexion. Therefore, do not pull, but let the 
woman push and let the accoucheur guide the feetal 
body along the lines of the natural mechanism. 

Thus if we are dealing with a patient whose pelvis 
is normal or preferably large and roomy and if the 
fetus is normal in size or slightly smaller than 
usual and the presentation is the normal flexed full 
breech, delivery should not present very many diffi- 
culties and the infant should suffer no damage. 
Even in a primipara all should be well. The prog- 


| nosis in a frank breech presentation in a primipara 
in similar circumstances is not quite so good, but 


is still favourable. 
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I have mentioned some of the diagnostic points by 
which a frank breech presentation may be diag- 
nosed. Another one is when labour seems to be 
progressing very slowly. One should always be 
on the watch for impaction of the breech and be 
prepared to interfere and bring down the legs if 
any impaction seems to be impending. Every effort 
should be made to keep the membranes intact as 
long as possible and time should be given for the 
cervix to dilate fully, if possible; in these cases 
morphine is very useful, but careful watch must 
be kept on the foetal heart and the foetus must not 
be allowed to be subjected to too long pressure after 
the membranes have ruptured. In a frank breech 
presentation if the legs have to be brought down, 
the patient should be put in the cross bed position, 
anesthetized fully with chloroform which is the 
only anesthetic that allows full relaxation of the 
uterus. This is essential in a difficult delivery. It 
is advisable to have the services of an anasthetist. 
The first thing to do is the aseptic preparation and 
dilatation of the vulvo-vaginal orifice. This means 
its slow dilatation. Start with two fingers and 
liquid soap and iron out the vagina and pelvic floor 
thoroughly and gently until the hand can be passed 
through the vulval ring without causing an abrasion. 
This will take from ten to fifteen minutes. This 
preparation necessitates time, chloroform, liquid 
soap and the gloved hand, but if properly done it 
saves a torn perineum and obviates the necessity of 
making incisions in the perineum advocated by 
some authorities. If the cervix is not fully dilated, 
the dilatation should be completed by gentle manual 
dilatation. Then both legs should be brought down. 
The administration of chloroform and all traction 
must be stopped as soon as the knee is at the vulva. 
The legs are to be wrapped in a warm cloth or even 
replaced in the vagina and the obstetrician waits 
quietly until the pains return. This to allow the 
body of the child to dilate and paralyse the cervical 
ring, as it comes through; the child will then prob- 
ably be born by the mother’s expulsive efforts and 
without traction. The child is not in much danger 
from compression of the cord until the umbilicus is 
born. Do not pull! Let the woman push, you guide, 
keeping the foetal back to the front! 


We should always remember that if the cervix is 


sufficiently dilated and paralysed, infants present- | 


ing by the breech will come through with guidance 
and not by pulling. According to Potter suprapubic 
pressure interferes with the maintenance of flexion 
and he advises against it, but I think the uterus 
should be followed down and gentle pressure main- 
tained. If the arms do become extended and this 
is more likely to occur if the cervix is not fully 
dilated, they must be delivered in the usual way 
and then the head may be delivered by Smellie’s 
method .as follows. The child lies astride the left 
forearm, two fingers of the same hand are passed 
into the vagina and placed on the canine fossz to 
increase flexion, two fingers of the other hand are 
hooked over the shoulders for traction which is made 
downward and backward, then upward and forward 








until the child’s mouth has passed over the 
perineum. As soon as the head is so far born that 
the mouth is exposed, the foetus is able to perform 
the act of respiration and may be held in this 
position for a considerable time without the least 
harm. The foetus can be held up by the feet, while 
the rest of the head is spontaneously delivered. If 
the child is held up by the feet and the trachea 
milked, the mucus will run out of the mouth. Thus 
the greatest diameter of the head, the suboccipito- 
frontal, may be allowed gradually to overcome the 
resistances and in this way cerebral damage may be 
avoided. 

So far I have been assuming a normal or large 
pelvis with a normal sized fetus but if there is 
definitely a small pelvis and a large child, that is 
if definite disproportion exists, I think a Cesarean 
section should be done. In my opinion a Cesarean 
section is indicated in the following conditions: (i) 
In all cases of contracted pelvis; (ii) in a primi- 
para with a frank breech presentation, when the 
foetus seems at all on the large side or when version 
cannot be done after several attempts have been 
made; (iii) in a multipara with definite dispropor- 
tion; (iv) in a multipara after version has proved 
to be unsuccessful, especially if there is a previous 
history of breech presentation with a stillborn baby 
or a baby who has died within the first ten days. 
I attended one patient whose baby had congenital 
dislocation of both hips and I feel sure that 
Cwsarean section saved its life; (v) when the liquor 
amnii is small in amount and the uterus seems to 
be moulded to the foetal body more than usual. 


In all frank breech presentations I think the 
position should be fully discussed with the husband 
and he should be informed of the risk to the fetus 
and on him should be thrown the onus of deciding 
whether Cesarean section should be performed or 
whether a method of delivery should be followed 
which would probably result in a dead child. 
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PHYSICAL THERAPY IN JOINT CONDITIONS. 





By GreraALp R. Batpwin, F.R.C.S. (England), 
Melbourne. 





Every practitioner has seen patients suffering from 
arthritis whose condition has been almost as depressing 
to himself as to the sufferers, doomed, as they fear, to 
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chronic invalidism. We all know the pain, disability 
and mental depression associated with the various sub- 
divisions of disease included under the one term arthritis. 
Swollen joints, incapable of the functions for which they 
are intended, faces pale, pasty and worn with the sleepless- 
ness due to nights of pain, perhaps above all the hope- 
lessness of relief; these together form a picture in many 
of the more severe cases. Drugs fail to cure, serum treat- 
ment, though sometimes successful, is often a failure and 
generally a slow and tedious process. What can physical 
therapy do towards the cure or alleviation of such 
conditions? 

Since I began the use of physical methods of treatment, 
I have treated a number of patients with arthritis. Though 
I have not been uniformly successful, the results obtained 
have been sufficiently hopeful to justify the publication 
of a few reports of cases of the more severe type which 
have come under my care. In doing this I do not suggest 
that the methods employed are superior to those on which 
others rely; I merely state that they have given good 
results in some patients whose condition was apparently 
hopeless, and in a number whose condition was less 
serious. 

It was after I had treated myself for an arthritis cof 
the right shoulder that I first began the use of diathermy. 
The joint was a trouble to me, painful at all times, par- 
ticularly so on movement. It was not fiercely aggressive, 
merely sullenly opposed to perfect happiness. After four 
treatments with pads on both shoulders and thirty minute 
applications at from 1,150 to 1,350 milliampéres the joint 
returned to the normal. On this recommendation I offered 
the services of the machine to my patients. Since then, 
finding that one form of electrical treatment is often 
supplementary to another, I have gradually increased my 
equipment. 

Case I.—Mrs. C. suffered from focal arthritis due to 
pyorrhea. Some months after extraction of the affected 
teeth the right knee was still swollen and painful. Move- 
ments were limited, but she could walk with difficulty. 
After five treatments, using laterally placed pads and cur- 
rents between 800 and 1,200 milliampéres, the knee was 
less painful and swollen, but she would not persevere 
further. 

CasE II—Mrs. B. also suffered from focal arthritis 
affecting the right knee. It was not possible to find the 
exact source of infection. She received only one treatment 
and did not return. The same technique as in Case I was 
adopted. Subsequent inquiry elicited the fact that she 
was “improved.” 

CasE III.—Sister R., a member of a large community of 
nuns, was suffering from arthritis affecting both knees, 
both shoulders and the phalangeal joints of the hands. 
She was a pale, fragile woman with the expression of 
hopeless patience so often seen in this class of patient. 
I had treated her with drugs intermittently and with 
little success for some time and a proportion of her time 
was spent in bed. When treatment began with some 
misgiving on my part, she was confronted with the prob- 
ability of a winter in bed. Owing to the number of joints 
affected and her condition of general ill health I employed 
general ultra-violet treatment and auto-condensation in 
addition to diathermy to the several joints. Of these the 
knees were most refractory, but after many treatments 
I had the satisfaction of seeing her in good general health 
and capable of doing her work without suffering. She was 
not cured, but the change from complete disability and 
despondency to capability and cheerfulness amply justified 
the methods and time employed. She went through the 
winter without need for further medical attention and 
without serious pain or disability. 


Case IV.—Miss C. suffered from arthritis of the right 
wrist, associated with swelling, pain and weakness of the 
joint. In this instance local treatment with ultra-violet 
light was associated with diathermy, 400 milliampéres 
for twenty minutes through pads applied to the dorsal 
and ventral aspects of the wrist. After four such treat- 
ments she was completely cured. 


Case V.—Mr. A. had symptoms which dated back to an 
injury of the right elbow. He complained of limitation 
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of movement, more particularly in extension of the joint. 
With this were associated swelling of the joint and pain 
increased by movement. An X ray film showed that a 
small fragment of bone had been chipped off from the tip 


| of the olecranon and also from the coronoid process. These 
| were interfering with movement and causing irritation of 


the joint. A course of diathermy, using a long plate on 


| the ventral and smaller one on the dorsal aspect of the 





| the sensation of grating on movement. 


joint with currents between 900 and 1,050 milliampéres 
for thirty minutes, effected a cure. 


Case VI.—Mr. P. suffered from arthritis of both knees, 
the joint surfaces being deformed. There were pain and 
An X ray film 
revealed little bone change, the condition being one of 
very chronic focal arthritis. Many treatments with 
diathermy, each knee being taken alternately and currents 


| between 850 and 1,000 milliampéres employed for twenty 


minutes, failed to effect a cure. 

Case VII.—Mrs. T. suffered from arthritis of the right 
knee associated with swelling, pain and limitation of move- 
ment. Here a course of diathermy, applied by the cuff 


| method in association with ultra-violet rays administered 
| twice a week, effected a complete cure. 


| right temporo-mandibular joint. 


Case VIII.—Miss S. suffered from focal arthritis of the 
It was suggested to her 
at the time of the first treatment that her condition might 


' be due to infected teeth, but it was not until she had been 
| under treatment for a considerable period with diathermy 
| and general ultra-violet light that she consented to extrac- 


tion. Until then, while acknowledging relief after each 


| treatment, she had made no distinct advance towards a 
' cure, but after the operation she was relieved of the pain 





| neither raise nor turn her head. 


and stiffness of the jaw. 


Case IX.—Mr. P. suffered from distressing osteoarthritis 
of both hips. He was the owner of a garage and he found 
the work most distressing. Diathermy was given tenta- 
tively and with the proviso that, if after a limited number 
of applications he was not relieved, the course should 
cease. He received five treatments and, as he had not 
experienced any relief, diathermy was discontinued. 


Case X.—Mrs. H. suffered from focal arthritis for which 
her teeth had been removed, but without relief to her 
symptoms. She was in a truly wretched condition with 
severe pain in the shoulder and cervical region of the 
neck. The shoulder muscles and particularly the deltoid 
and pectoralis major, were much wasted and movement 
was barely present and very painful. The lower four 
cervical vertebre were so much affected that she could 
Later on she confided 
to me that she could not see the diathermy machine 
excepting near the floor at the time of her first visit. Her 
face was worn and thin, while she was despondent, inclined 
to cry with or without provocation and unable to sleep. 
For some time it was necessary that a kind friend should 
accompany her from the distant suburb from which she 
came to me. I remember well the day when she announced 
with triumph that she had come alone. One of her tonsils 
appeared to be infected and I removed it with great diffi- 
culty, as the cendition of her neck prevented her from 
raising or otherwise moving her head. For this operation 
I made use of desiccation and fulguration. The general 
treatment was with diathermy and ultra-violet rays, the 
latter applied alternately to the back and front of the 
body once a week for four minutes. In all she received 
thirty-seven treatments of one or both modalities, progress 
towards recovery being slow but steady. At the end of the 
course she had free movements in her shoulder and neck, 
the affected shoulder muscles had filled out almost to the 
size of the unaffected side and her general health had 
returned, so that she could again enjoy life. She was in 
fact a happy woman, able to do her household duties, to 
walk about unattended, to eat and sleep well, when we 
parted. 


These comprise the more serious conditions treated. 
There have been others of a less severe type, but these I 
have not included in this list. Reviewing those here men- 
tioned, Cases III and X were of the worst type of focal 
arthritis and both the patients were greatly relieved by 
treatment. In Cases IV and VII the conditions were of 
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the same nature, but less severe, the patients were cured, 
if one may use the term in such circumstances. In Case 
V the patient was suffering from severe disability due. to 
an old injury; he was cured. In Cases I and II the 
patients were relieved and might possibly have been more 
completely. relieved if they had persevered. In Cases VI 
and IX the treatment was a failure, while the patient in 
Case VIII probably owed more to the extraction of her 
infected teeth than to the treatment she received from me. 


With successes and partial successes I have included the 
failures to give a fair estimate of the potentialities and 
limitations of physical therapy in these conditions. It is 
hard to understand why one patient receives considerable 
benefit and another makes no advance under similar treat- 
ment. I have long believed that under any form of 
treatment there must be an expectation of recovery, that 
in every disease the mind plays as large a part as the body, 
that in fact psychological influences take a hand even in 
the treatment of what we term organic diseases. This 
will account for the varying responses made to the same 
remedies in identical conditions of ill health. 





Reviews. 


THE USE OF TUBERCULIN. 





He who writes a book on tuberculin, is fishing in 
troubled waters. There can surely be no contribution to 
the treatment of any disease which has excited so much 
controversy. Introduced nearly forty years ago as a 
specific against tuberculosis, tuberculin has passed through 
various vicissitudes. Of great variety, with no fixed 
standard of strength and with dosage varying enormously 
according to the recommendation of the particular 
physician, it is safe to assert that tuberculin has been 
omitted from the armamentarium of the majority of those 
engaged in the treatment of tuberculosis. 

Dr. Gunter, however, ranges himself on the side of the 
enthusiastic minority and has written a small book on 
“Tuberculin in Practice.”1 He commences with a brief 


. sketch of the etiology, signs and symptoms of tuberculosis 


and offers a theory of the rationale of tuberculin usage. 
A chapter by Dr. Hernaman-Johnson is then interpolated 
on X rays as an aid to diagnosis. This is admirable in 
its terse lucidity and would be worthy of a place in a 
larger book on pulmonary disease. Dr. Gunter then dis- 
cusses the vexed question of tuberculin in diagnosis, giving 
his reasons for preferring a modification of the cutaneous 
test of von Pirquet. In his opinion a diagnosis is estab- 
lished when the patient has symptoms suggesting tuber- 
culous disease and when the tuberculin test yields a 
reaction. There may or may not be radiographic evidence 
and physical signs are usually absent, at least in the 
early stages. A perusal of what Dr. Gunter considers the 
usual symptoms in early tuberculous disease is not reassur- 
ing as to diagnostic criteria. Thus in one hundred of his 
patients diagnosed as tuberculous no less than thirty-three 
gave night sweats as a symptom and nineteen were “neuras- 
thenic.” On the other hand, only ten admitted to having 
a cough, while not one gave a history of hemoptysis. Less 
than half “had any definite physical signs in the lungs.” 
Strange figures, surely! The crux of the diagnosis of 
tuberculous activity (not disease) depends, we are asked 
to believe, on the patient reacting to tuberculin. 

The diagnosis established, those patients suitable for 
treatment by tuberculin are selected. As to this, it is not 
necessary to say more than that he considers those patients 
should be excluded in whom the apices are affected. This is 
fine discrimination. Whether these patients, if tuberculous 
at all, which we may for the moment allow, are not 
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exactly those who would respond readily to any form 


of treatment, is another story. The author considers 
children especially suitable. But it is conceded by all that 
children under twelve, infected with tuberculosis, but in 
whom chest signs are absent, do extremely well on fresh 
air and good food, for instance. 

For treatment Dr. Gunter uses the “Albwmose-frei” tuber- 
culin either as a liniment or as an intramuscular injection. 
In dosage he follows a middle course and those who use 
tuberculin could well be guided by his rules. 

In his chapter on “tubercular asthma” the author tells 
us of asthmatics who react to tuberculin and who are 
favourably influenced thereby. 

His case-notes are remarkable mainly for the vagueness 
of clinical signs and X ray findings in those who responded 
well to tuberculin, while those with signs in the chest in 
the main did badly. He admits that in open cases “the 
results have not been uniformly satisfactory.” 

He is frank in adding a postscript, including an extract 
of a letter received by him from Professor Calmette. This 
distinguished authority stated that “the favourable action 
of tuberculin is entirely due to the presence of phosphatoids 
and lipoids,” a statement which, if accepted, shatters the 
theory enunciated by the author on the rationale of treat- 


/ ment by and sensitivity to tuberculin. 





Dr. Gunter views all disease through tuberculin-tinted 
spectacles, but his book reveals sincerity and careful 
thought. It is difficult however to see how it will be “of 
value to laymen, such as welfare workers,” as is stated on 
the cover. At the best, tuberculin is a two-edged sword 
and attempts to popularize it, however well meant, cannot 
but lead to mischief, if not disaster, in the hands of any 
but the tuberculosis specialist. 





DIFFERENTIAL DIAGNOSIS IN SURGERY. 





In his “Handbook of Surgical Diagnosis” Dr. Clement 
E. Shattock endeavours to present in a practical manner 
the differential diagnosis of the commoner surgical affec- 
tions.1. This is an example of the lucid and painstaking 
works that have been presented to the medical world in 
recent years by the younger British surgeons. It is of 
moderate size and — the print is good and the text set 
out well. 

The book commences with a short account of infections, 
ulcerations and gangrene and thereafter follows a semi- 
systematic, semiregional plan in describing affections of 
the various organs. The book closes with an account of 
the more common deformities. 

Taken as a whole, the subject matter is well balanced 
and overlapping in enumerations and descriptions is 
avoided. Much attention is devoted throughout to detail, 
good descriptions being given with a minimum of tabula- 
tion and the weakness of a synopsis avoided. Illustrations 
are disappointing, being limited to radiographs which, 
however, are excellent. The clinical value of such a book 
would be much enhanced by the inclusion of good plates 
and even diagrams might be helpful. 

Reference may be made to the excellence of many 
sections, such as those on thrombosis, affections of the 
neck, diseases of the brain, bone tumours and affections 
of the gall bladder and kidneys. Points in diagnosis of 
the various fractures are particularly well done and there 
is a good classification of the types of acute abdominal 
conditions. 

In isolated instancesse we disagree with the author’s 
teaching. The description of the recognition of central 
distension in contradistinction to distension in the flanks 
in the diagnosis of intestinal obstruction is unconvincing. 
The author also states that if the caecum is distended, 
the obstruction is below it. He does not state how a 
diagnosis of distended caecum may be made before opera- 
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tion. Again, in discussing the diagnosis of a rapidly 
growing bone sarcoma from an abscess, he asserts that the 
skin of a patient with sarcoma may be hot, congested and 
contain dilated veins and that the subcutaneous tissues 
may be edematous and that pain and pyrexia may be 
present. Pyrexia and edema may occasionally occur, but 
cedema is neither so pronounced nor so uniformly dis- 
tributed as in abscess and is usually associated with 
brawny skin. In sarcoma also the discoloration of the 
skin is generally not the redness of inflammation, but has 
a darker browny hue and is not symmetrically distributed 
over the tumour as in abscess and also has irregularly 
placed spots and areas of intensification. Visibly dilated 
veins are much more common in sarcoma and other 
tumours, while they are extremely rare in abscess. Both 
edema and dilated veins are due largely to local circula- 
tory obstruction when caused by sarcoma and are not 
distributed uniformly over the swelling and its immediate 
environs. Of course, when secondary infection of sarcoma 
occurs, all the signs of inflammation and suppuration may 


| is noted once again. Dr. Gladstone does not appear to have 
used acid milk at his centre, though many pediatrists 
have found this preparation a useful addition to their 
armamentarium. 


In a short chapter on light therapy there is a description 
of a method of utilizing sunshine in the home. A comment 
is made on the results of artificial sunlight. 

The book is the result of careful, deliberate work and 
can be commended with confidence to those to whom it is 


addressed, namely, general practitioners, welfare workers, 
nurses and mothers. 





PROGRESS IN GYNAXCOLOGY AND OBSTETRICS. 





Ir is almost an impossibility for the modern practitioner 
to keep himself well informed of the progress in any of 
the various branches of medicine unless he sifts out the 
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than to the clinician. 
Much attention 






































myelitis, tumours of bone and syphilis. 











ossificans may develope, 
disability is not mentioned. 


and 

















on which he has taught students for many years. 








AXtiology, 
described in detail. 

















justifies the title given to the volume. No case records 
are included. It should prove valuable to the student or 
practitioner for the revision of surgical knowledge gener- 
ally and of considerable use to the surgeon for the same 
purpose. The latter will probably prefer as a reference 
a work devoted entirely to clinical diagnosis. 





















































THE FEEDING OF INFANTS. 














“CLINICAL OBSERVATIONS ON INFANT FEEDING 




















charge of a welfare centre and hostel The work at this 
centre differed from ordinary practice in that the food 
taken by the infants, whether as indoor or outdoor patients, 
was actually prepared at the centre. This makes the 
observations of more importance in that there is assurance 
that the foods prescribed were actually the foods given 
to the infants. 


The introduction gives in general terms the author’s 
attitude to the problems of infant feeding. This may be 
summed up in his statements that: “There are many 
roads to success. ... it is the special care of the specialist 
rather than the special method that brings success.” This 
has been the experience of pediatrists the world over. 

The book is not a compilation of all possible types of 
feeding, but an account of a number of methods which 
have stood the test of time, and of various adjustments 
which have been helpful. Particularly good are the observa- 
tions on the patent food and dried milk preparations. 
The failure of humanized milk, so called, as a panacea 








































































































1“Clinical Observations on Infant Feeding and Nutrition,” by 
Howard P. Gladstone, So eng ; 1928 London 
William Heinemann (Medical Books) Limited. Demy 8vo., pp. 
130. Price: 7s. 6d. net. 





























Occasionally, as in the clinical differentiation between 
inflammatory and malignant tumours, also between simple 
and malignant tumours of bone, the narrative becomes 
confusing and the continuity of clinical description is 
interrupted by detailed references to radiographic features 
which are of more interest and value to the radiographer 


is devoted throughout the book to 
pathology and X ray appearances and indeed at times these 
overshadow the descriptions of clinical features, this being 
especially noticeable in the sections dealing with osteo- 
Insufficient stress 
is laid on the short time in which traumatic myositis 
in this connexion also 


The author states that the book is planned on the lines 
It is 
actually a text book of surgery without treatment. 
pathology and radiographic appearances are 
However, much more prominence is 
given to diagnosis than in the average treatise and this 


AND NutTRI- | 
TION,” by Howard B. Gladstone, gives the result of the | 
author’s experience derived from fifteen years of work in | diagrams, pictures and suitable case histories. 


knowledge he desires from the various medical journals 
published throughout the world and this procedure is not 
practicable for most. It is to fulfil this need that the 
“Practical Medicine Series” of volumes is published. Any- 
one desiring to survey the work of the last twelve months 
in gynecology and obstetrics would be well advised to 
read through the volume of the series dealing with these 
subjects. 


Although the book is published in America, it contains 
abstracts of a very fair proportion of the papers published 
in British and Continental journals. The papers are 
classified under the headings usually adopted in text books 

| and the index is fairly complete. 

The editors are Joseph B. De Lee assisted by J. P. 
Greenhill for the obstetrical section and John Polak for 
the gynecological section. 


One of the most valuable features of the book are the 


frank comments of the editors in or at the end of the 
abridged text of the various papers. 





FACIAL AND CERVICAL SURGERY. 





“BRANCHIAL Cysts” is the short title of a new book of 
eighty-six pages by Dr. Hamilton Bailey.? The first eight 
chapters are devoted to the discussion of branchial and 
thyreo-glossal cysts and fistule. Next follows a lengthy 
chapter on submaxillary salivary calculus. The final 
chapter is a short essay on facial carbuncle, in which liga- 
ture of the angular vein is advocated as a measure to 
| prevent infection passing by way of the ophthalmic plexus 
| to the cavernous sinus. 

No attempt is made in such a small volume to discuss 
the embryological aspect of branchial and thyreo-glossal 
cysts. However, a good account is given of their histo- 
logical, clinical and surgical features, amply illustrated by 
The diag- 
nosis and differential diagnosis are fully described. The 
author cites six cases in which a mistaken diagnosis of 
tuberculous glands was made. He states: “The diagnosis 


| of branchial cyst is not an academic triumph only. The 


possessors of these atavistic remnants are usually in the 
prime of life and the stigma of tuberculosis is a heavy 


' burden. Furthermore, if a branchial cyst be incised, there 


is every possibility of converting the cyst into a fistula.” 


Twenty pages are devoted to a discussion of the clinical, 
surgical and radiological aspects of submaxillary calculi. 
The fifty illustrations in the book include diagrams, two 


| full-page coloured plates and numerous half-tone repro- 


ductions of actual photographs. Histories of typical cases 
are cited throughout. The book should be useful to those 
interested in head and neck surgery. 





1“The Practical Medicine Series, Comprising Bight Volumes 
of the Year’s Progress > eae and Surgery: Obstetrics and 
Gynecology”; 1928. hicago: The Year Book Publishers. 
Crown 8vo., pp. 688, with illustrations. Price: $2.50 net. 


2“Branchial Cysts and Other Bssays on Surgical Subjects in 
the Facio-Cervical a. ” by Hamilton Bailey, F.R.C.S. (Eng- 
land); 1929. London: K. Lewis and or Limited. 
Crown 8vo., pp. 94, with "uaeetionr Price: 5s. net. 
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Caesarean Section. 


CHILDBIRTH is said to be and 


physiological process. 


the biological scale. 
unicellular animal or vegetable parasite after fission 
is not less than that of the parent cell. There is no 
risk to the female of the species attaching to the 
fertilization of deposited ova. 
extravagant in her supplies, provides a large excess 
of potential individuals and is apparently satisfied 
if a small minority of ova exposed to fertilization 
survives the exposure. In 
mammals, in which the impregnation takes place 
normally within the uterus, there is not only waste 
of excess of production, but also a very small allow- 
ance for the passage of the developed embryo to 
the outer world. That Iabour in vertebrates is a 
painful process on account of this mechanical dis- 
advantage is not seriously denied save by a few. 
The mechanical difficulty, the associated pain, the 
risk of pathological complications are increased in 
animals and in man when the conditions of living 
are artificial. In the subject it is 
surprising that under ordinary circumstances the 
birth of the child takes place without damage to 
either the mother or the child. The fact that the 
diameter of the vertex is actually a little greater 
than the narrowest diameter of the inlet of the 
pelvis necessitating moulding and overriding of the 
soft bones of the fetal skull is evidence of the 
difficulty of parturition. A large head or a con- 
tracted pelvis increases this difficulty and may 
render natural birth impossible. 

Since the margin of safety from a mechanical 


human 


aspect is so small, it is readily understood why 


| was enormous. 
| ditions this risk is probably minimal, but under 


_ the unfavourable conditions of ordinary practice 
should be a | ov 
, ‘ . it may prove to be many times that of instrumental 
From a biological point of | ” : 
; P Z ‘ | delivery through the natural passages. 
view it appears that the continuance of life and the 6 pe We 
' . _ , | serious objection to the transformation of a normal 
the propagation of the species become increasingly ‘a ; a 
, ‘ . . | delivery into a major surgical operation and its 
complicated and difficult the higher we ascend in — y J 8 Su 


The safety of each half of a | 


Nature, always | 


those animals, the | 


Cesarean section is one of the oldest operations in 
history. Were the matter merely one of mechanical 
difficulty, there would be no doubt concerning the 
advisability of the performance of this operation 


| whenever the proportion of the fetal head and the 
_ pelvis is disturbed. Before the days of antisepsis 
and asepsis the risk attaching to Cwsarean section 


Today under ideal hospital con- 


There is a 


general sanction by the medical profession would 
be justified only if it could be shown that the 
maternal and definitely 
reduced and the resulting damage is materially 
| lessened by the adoption of this procedure. The 
_ indications of Cxsarean section are usually regarded 
| in a very strict light; it is performed when a living 

child cannot be born naturally and when the 

mother’s life is in imminent danger if labour is per- 
_ mitted to proceed in the ordinary way. From time 


infantile mortality is 


| to time attempts have been made to extend the 
application of Cesarean section as a measure to 
decrease maternal mortality. These attempts have 
been resisted by the leading obstetricians on the 
grounds that the operation is associated with a con- 
siderable risk, that the scar, the site of the incision, 
represents a serious weakness which is of import- 
ance in future pregnancies, that given skilled aid, 
satisfactory environment and equipment and early 
accurate diagnosis of abnormalities rendered pos- 
| sible by control, this operation is 
unnecessary and finally that Cesarean 
should not be carried out save in well equipped 


ante-natal 
section 


hospitals by surgeons with considerable experience. 


During the last few years the question of the 
indications for Cesarean section has again become 
a live one on the continent of Europe. Max Hirsch 
in Berlin has been very energetic in leading a cam- 
paign in favour of this procedure as the main method 
of dealing with nearly all complications of preg- 
nancy and labour. He lays claim to extraordinary 
| results both for the mother and for the child. A 
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few others have followed his lead and have pub- 
lished records on which they base their advocacy 
for the extension of the indications. These utter- 

occupying 


important positions have created a sense of con- 


ances by well known obstetricians 


fusion in the medical profession. So disturbing did 
the situation appear that in January of this year 
Professor G. Winter sought the assistance of the 
Miinchener Medizinische Wochenschrift and 
appealed through its columns to every medical prac- 
titioner in Germany who had performed Cesarean 
section once or more often, to send him full details 
in order that he might work up the information at 
the next Congress of Gynecology. 

It is desirable to obtain a statistical record of the 
experience of obstetricians in Australia on this sub- 
ject. We recognize that medical practitioners do 
not readily take the trouble of searching through 
their notes. It is urged that in this matter the 
information sought is of considerable importance to 
the community. 


practitioner who has performed Cesarean section 


We therefore ask every medical 


once or more often, to forward to the Editor of this 
journal replies to the following questions: 


(i) What were the indications for Cesarean section? 

(ii) Where was the operation performed, that is, in a 
public or private hospital or in a private house? 

(iii) When was the operation performed? 

(iv) Was the operating theatre fully equipped for major 
surgical operations? 

(v) Who performed the operation (gynecologist, general 
surgeon or general practitioner) ? 

(vi) What operation (intraperitoneal or extraperitoneal) 
was performed? 

(vii) What were the results of the operation (a) for the 
mother, (0) for the child? 

(viii) In the event of death of the mother, what was 
the cause of death? 

(ix) In the event of the death of the infant, what was 
the cause of death? 

(x) Has the mother since become pregnant? If so, has 
Cesarean section again been performed and with what 
result? 


It is urgently desired that the replies should be 
received by the end of September. We trust that 
the response will be good, so that we may be able 
to present to the medical profession the results of 
the experience of medical practitioners in the 
Commonwealth. From this the profession would be 
enabled to determine the true place of Cesarean 
section as an obstetrical procedure. 
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Cutrent Comment, 
LEUCHAMIC CONDITIONS. 


Mosr authorities are inclined to regard leuchzmia 
as being in the nature of a neoplastic change 
in which one particular element of the hemato- 
poietic system undergoes extensive hyperplasia. 
The nature of the stimulus is unknown, although 
in certain instances infection has been held 
to play a part. Sternberg regards the acute 
forms as representing a special type of reaction to 
various infections and therefore as_ essentially 
different from the true leuchemia. Following upon 
Ehrlich’s recognition of granular and non-granular 
leucocytes leuchemia was divided into two forms, 
medullary and lymphatic. With the progress of 
time certain variations have been recognized. For 
example, in so-called aleuchemic leuchemia leuco- 
cytosis may be absent and leuchzemic blood manifes- 
tations have been described without corresponding 
changes in the blood-making organs. Again, there 
exist apparent combinations of leuchemia with 
pernicious anemia, known as leuchanemia, and 
tumour-like growths of hematopoietic tissue also 
occur with or without leuchemic changes in the 
blood, as in chloroma and Sternberg’s leucosarcoma. 
In some instances a combination of leuchzmia 
with polycythemia has been noted. In polycythemia 
of long standing anemia has developed with myelo- 
genous leuchemic change in the blood and the 
reverse has been reported; in long standing myeloid 
leuchemia a polycythemic change has occurred. In 
view of these facts it may be useful to consider 
some recent reports of leuchemic manifestations of 
an unusual nature by Henry Pinkerton’ and John 
Hay and W. H. Evans.” 

Among the cases reported by Pinkerton were five 
of aleuchemic leuchemia. The clinical manifesta- 
tions were widely divergent, but in all five instances 
there was an unexplained anemia. Similar patho- 
logical manifestations were found, there were hyper. 
plasia and anaplasia of the bone marrow with 
leuchemia-like aggregations of various magnitudes 
in the several organs. The cells of the visceral 
aggregations always corresponded with those of the 
marrow. In two instances the leuchemia was 
regarded as definitely of the myelogenous type; in 
the other three it was first of all thought to be of 
the lymphoid type because of the absence of definite 
myeloid characteristics. Blood smears made during 
life were unfortunately discarded. This is of 
importance on account of the existence of so-called 
mixed forms and of the possibility of lymphoid 
changes occurring in the presence of myeloid 
leuchemia and vice versa. It has been shown that 
myelocytes in their earliest stages pass through a 
phase in which they are indistinguishable from large 
lymphocytes except by special methods of staining. 
In the presence of these early cells confusion might 





1 Archives of Pathology, April, 1929. 
2The Quarterly Journal of Medicine, January, 1929. 
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arise. Pinkerton refers to this non-granular pre- 
cursor of the myelocyte and on this account appar- 
ently does not come to a conclusion in, regard to 
the nature of the leuchemia in the three instances 
under consideration. Mention should here be made 
of the oxydase reaction which was introduced by 
Schultze. This is held to occur only with cells of 
the myeloid series and to serve as a means of 
distinguishing them from cells of the lymphoid 
variety. Piney has shown that the oxydase reaction 
occurs solely in cells of the myeloid series, but only 
if they contain granules; these may be so fine as 
to require special methods of staining. Piney states 
that the recognition of the completely non-granular 
myeloblast and its differentiation from the equally 
non-granular lymphoblast must be made on purely 
morphological grounds. Pinkerton states that if 
the view of Maximow is accepted that the lympho- 
cyte is an undifferentiated cell identical with the 
hemocytoblast or earliest blood cell, the separation 
of undifferentiated cell leuchemias into lymphatic 
and myelogenous types becomes unimportant. 

Pinkerton also writes of a boy whose condition 
was diagnosed as aleuchemic erythroblastosis. 
He describes it as an _ atypical leuchemoid 
condition in which the bone marrow is hyperplastic, 
differentiation having apparently been arrested at 
the stage of the erythroblast. In the mesenchymal 
tissue of nearly all the organs there were found 
large numbers of nucleated red cells. It is interest- 
ing to note that during the patient’s life the red 
cell count was from 2,450,000 to 3,850,000 per cubic 
millimetre and that the leucocytes, at first 51,000 
per cubic millimetre, fell later on to 11,000. 

In the report by Hay and Evans is an account of 
a condition described by them as_ eosinophilic 
erythro-leuchemia. In this instance the erythro- 
cytes varied from 6,920,000 to 8,375,000 per cubic 
millimetre and the leucocytes between 16,000 and 
46,000, being on an average in the vicinity of 30,000. 
The condition was really a polycythamia vera with 
excessive leucoblastic activity, especially of the 
eosinophilic cells. In the bone marrow the inter- 
capillary cellular tissue was almost equally divided 
into erythroblastic and leucoblastic elements. 

The first essential to a proper understanding of 
these unusual forms of leuchemia is the realization 
that leuchemia is a disorder of the blood-forming 
organs and not of the blood. As Piney has put it, 
the blood must be regarded as a composite fluid 
containing the products of all the hematopoietic 
tissues. Piney states that the name leuchemia is 
not really adequate, because it is only a name 
descriptive of a striking hematological sign which 
is not in the strict meaning of the term always 
present. He prefers the name leucosis. Adoption 
of this name would make the paradoxical term 
aleuchemic leuchemia unnecessary. The name 
leuchemia has become so widely used that it is 
doubtful whether there is any hope of the general 
adoption of a new name, however desirable it might 
he. If this origin of lenchemia be kept in mind, it 
would be easier to look upon the condition as a 











neoplastic one. Intimately bound up with this 
question is that of the origin of the blood cells. 
There are, as is well known, several schools of 
thought in regard to this. This whole question is 
greatly complicated by the varied nomenclature that 
has sprung up in connexion with it. It is not 
proposed to enter in this place into a discussion of 
the relative merits of the several views. The mono- 
phyletic view and the polyphyletic view and the 
dualist view all have their protagonists. Hay and 
Evans hold that their cases offer support to the 
dualist view, that is, the conception of separate stem 
cells for the red cells and the granular white cells 
on the one hand and the non-granular white cells 
on the other. They enumerate various relationships 
between myelogenous leuchemia and polycythemia 
vera. Acceptance of the dualist view will admittedly 
make the understanding of these unusual relation- 
ships easier, but it would be necessary to show 
that there are no similar relationships between the 
lymphoid and the myeloid forms, in other words 
that there are no such things as mixed forms previ- 
ously mentioned. It would also be necessary to show 
that there is no similar relationship between the 
lymphoid form and polycythemia and it may be 
pointed out that in Pinkerton’s case which has been 
mentioned, 90% of the 31,000 leucocytes were 
regarded as atypical small lymphocytes. 

The nature of the stimulus giving rise to neoplasia 
of the hematogenous tissues is unknown. Just as 
neoplastic growth in any other part of the body 
affects a specific tissue, so the stimulus may 
affect one type of blood cell at any stage of its 
development. The process may not and most likely 
is not a simple one. The eosinophilic forms reported 
by Hay and Evans would probably be dependent on 
the existence of some factor usually giving rise to 
eosinophilia. That no such factor was discovered 
would not exclude this possibility. Reference has 
already been made to Sternberg’s view in regard 
to the influence of infection. It should not be neces- 
‘sary to place leuchemia due to sepsis in a category 
by itself. Septic infection might well be a factor 
which would induce the neoplastic change in the 
presence of some other essential factor. In fact it 
is not known that sepsis is not always operative. 
If sepsis were a factor, it is probable that once the 
neoplastic changes have been initiated, the infection 
would not be operative in any sense at all. The 
supervention of polycythemic change might be 
explained by an extension or variation in the 
stimulus. The anemia in the cases reported by 
Pinkerton might be explained by mechanical over- 
whelming of the erythroblastic elements by the 
increased leucoblastic tissues and/or the produce- 
tion, of some cytotoxin as a result of the neoplastic 
process. This would not explain the crowding of 
the organs by nucleated erythrocytes while the blood 
manifested a subnormal erythrocyte count. This is 
another reason for emphasizing the fact that 
leuchzmia is a disease of the blood-forming organs 
and not of the blood and of the necessity for 
complete post mortem examination in every instance. 
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Acute Pancreatic Necrosis. 

E. Herzog (Miinchener Medizinische 
Wochenschrift, February 1, 1929) 
records a fatal case of acute pan- 
creatic necrosis in an infant, aged 
two years. The clinical history was 
one of acute abdominal pain followed 
by persistent effortless vomiting. The 
abdomen was soft and nothing could 
be felt. Pain ceased, but the vomiting 
continued until death in twenty hours. 
In the vomitus an ascaroid worm was 
found. Post mortem there was no 
free blood in the abdominal cavity and 
no signs of peritonitis were found. 
Hemorrhagic infiltration of the trans- 
verse colon and meso-colon as well as 
blood clots in the duodenum were 
noted. Areas of fat necrosis in the 
mesentery were present as well as 
hemorrhages in the pancreas. No 
further signs of worms were dis- 
covered. Herzog discusses the vari- 
ous theories concerning the causation 
of acute pancreatic necrosis, but 
admits that none of them explains the 
origin of the trouble in this instance. 































Anterior Poliomyelitis. 


Rex L. Diverey (Journal of Bone 
and Joint Surgery, January, 1929) 
after a study of the early diagnosis 
and treatment of acute poliomyelitis 
eoncludes that the patients treated 
with Rosenow’s antistreptococcic polio- 
myelitic serum recovered more rapidly 
and the paralysis was not so profound 
nor so extensive as in the untreated 
patients. The effect of spinal drain- 
age on the acute symptoms was almost 
phenomenal. The symptoms __re- 
appeared when the spinal pressure 
was again raised above normal. The 
death rate in the treated patients was 
much smaller than in the untreated 
ones. The ideal treatment seems to 
be: (i) Strict isolation, (ii) early and 
repeated spinal drainage, (iii) human 
serum or immunized serum given 
directly after the drainage intramus- 
cularly or intravenously, (iv) general 
hygienic medical treatment. The 
author quotes experiments on monkeys 
which seem to indicate that human 
convalescent serum is more potent in 
preventing symptoms and paralysis 
than Rosenow’s antistreptococcic 
poliomyelitic horse serum. They both 
neutralize the virus. In monkeys the 
immunity does not last more than 
six months. In human beings the 
best results are obtained when the 
serum is given early, although 
recovery has been noted when treat- 
ment was started forty-eight hours 
after the appearance of definite 
paralysis. The author gives extensive 
references to the literature. 






















































The Splenomegalies of Infancy. 


AMONG 7,200 children under the age 
of twelve months seen in his private 











December 15, 1927) 


ary syphilis. _ Tuberculosis, 
and intestinal parasitic 


enteric fever eleven. 
agency was not determined. 


volvement of the spleen in infantile 
disorders is due in a great measure to 
the capacity which the _ spleen 
possesses when called upon of taking 
on again the function of a factory of 
red blood cells which it normally 


foetal life, 
thinks 


but loses at birth. 
that statistics of 


He 
infantile 


tion of the morbidity of a city or dis- 
trict. He states that it would be 
interesting to compare the statistics 
collected by him with a series col- 
lected in a rural district. Syphilis 
and tuberculosis would probably be 
found less prevalent, but the percent- 
age of persons with enteric fever and 
malaria might well be expected to be 
higher. 


Enuresis. 

K. Horton (Archives of Disease in 
Childhood, April, 1929) draws atten- 
tion to the sociological difficulties in 
the treatment of enuresis among the 
children of the poor who live in 
crowded rooms and schools. She 
estimates that 5% of the total number 
of children attending the out-patient 
department 
suffer from enuresis. The study is 
based on sixty patients, 60% of whom 
were within the period of second den- 
tition. A family history of enuresis 
was present in 56% and 138% gave-a 


history of rheumatism. Prominent 
symptoms were anorexia, _ restless 
nights, insomnia, night terrors or 


sleep walking. The majority was 
debilitated in varied degrees; 23:3% 
had enlarged tonsils and adenoids. 
Phimosis was present in one instance 
and urinary crystals were rarely 
found; 5% had incontinence by day 
only and 30% by night only; 55% had 
enuresis by day and night and 10% 
had incontinence of feces also. An 
attempt was made to estimate the 
temperament of the child; 66% were 
nervously unstable children, bright 
and responsive; 23% were phlegmatic 
and shy; 10% were unstable and of 
poor mental capacity. Definite incom- 
patibility with home or mother was 
found in 35%. Psychological treat- 
ment was instituted, of a simple and 
direct nature. Thus the child was 
assured that he was neither naughty 
nor dirty and told that he was going 
to get well if he wished it. The 
mother was assured that her position 
was understood and told not to scold 
or worry the child. Few fluids were 
permitted and a salt-free diet ordered 
and the regular taking of the medicine 
(belladonna) insisted upon. Adequate 
sleep, with the child on its side and 
light bed clothes were also advised. 





practice by A. Aballi (Vida Nueva, 





Regular micturition at stated times 


470 manifested 

definite enlargement of the spleen. One 

hundred and seventy of these enlarge- 

ments were the result of heredit- | 
malaria 
diseases 
accounted for about thirty each and 
In fifty-seven 
instances the nature of the causal 
The 
author considers that the frequent in- 


possesses from the third month of | 


splenomegaly should give some indica- 


at the London Hospital | 


{ 
| 


and no school for the diurnal sufferers 
were insisted on and a stay at a con- 
valescent seaside home offered. Treat. 
ment of any local irritation, if definite, 
| was undertaken. Belladonna was 
given in increasing doses from (0-3 
mil (five minims) to two mils (thirty 
minims) three times ‘a day with 
ammonium bromide and tincture of 
nux vomica. Iron and cod liver gj] 
were given to improve the general 
health;.0-3 gramme (five grains) of 
bismuth oxycarbonate with 0-06 mil 
(one minim) of tincture of opium was 
| given to those with fecal incontinence 
| three times a day before meals. Of all 
| the patients 68% were cured on this 
plan and 32% improved. No further 
proof is required of the necessity for 
simple psychic treatment in addition 
to the time-honoured belladonna. 


The Tonsils and Rheumatism. 


A. D. KAIser (American Journal of 
Diseases of Children, March, 1929) 
studied 439 children who -had acute 
rheumatism, with the object of deter. 
mining the _ relationship between 
rheumatism and tonsils. The study 
showed that the most susceptible age 
| for a first attack of rheumatism is 
| between eight and fourteen~ years; 

that first attacks were nearly twice 

as frequent in children who still had 

tonsils; that recurrent attacks 

occurred 10% less often in children 

whose tonsils had been removed after 

their first attack than in those who 
retained their tonsils; that the 

incidence of carditis and chorea as 
| complications was about the same in 
| both groups, but that the association 
| of carditis with chorea was less in 
| the group without tonsils. The author 
; advocates the removal of _ tonsils 
in the rheumatic and_ potentially 
rheumatic child. 


ORTHOPAEDIC SURGERY. 





Perthes’s Disease. 

A. P. ZEMANSKY AND R. K. LirppMAnNn 
(Surgery, Gynecology and Obstetrics, 
April, 1929) have studied the changes 
occurring in eighteen rabbits two 
weeks old after division of the round 
ligament to the femoral head on one 
side. The specimens from_ these 
animals were examined 6, 9, 12, 18, 27 
and 36 days after operation. Among 
the changes they observed on the 
operated side were: (i) Anemia of 
the anterior portion of the-crest of the 
nucleus, first observed on the sixth 
day and in all subsequent specimens; 
(ii) bone necrosis, first observed on 
the ninth day and apparently com- 
plete in the anemic area twenty-two 
days after operation; (iii) necrosis 
of the marrow cells after six days, 
necrosis of the marrow stroma after 
twenty-two days; (iv) signs of cessa- 
tion of ossification in this area, first 
apparent in the nine days specimen; 
(v) gross deformation of the femoral 
head, first apparent in the nine days 
specimen. Microscopically the carti- 





lage of this area was intact; (vi) coru 
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vara, first apparent in the eighteen 
days specimen and present in all sub- 
sequent specimens. They conclude 
that the vessels of the round ligament 
are essential, at least in rabbits, for 
the normal development of the femoral 
head. Furthermore, as adolescence 
progresses, the importance of these 
vessels gradually diminishes and they 
no longer carry blood into the femur 
when the epiphysis unites with the 
shaft. They emphasize the similarity 
of the specimens to those of Perthes’s 
disease. 


Recurrent Anterior Dislocation of the 
Shoulder. 


Tourick Nicora (Journal of Bone 
ant Joint Surgery, January, 1929) 
classifies the causes of recurrent 
anterior dislocation of the shoulder 
and concludes that in most instances 
there is usually a combination of two 
or three factors, bony, capsular and 
muscular. He describes an operation 
in which the long head of the biceps 
is divided below the _ transverse 
humeral ligament, and is then passed 
through a six millimetre (quarter 
inch) hole drilled in the head of the 
humerus in such a direction that it 
passes through the centre of the 
articular surface of the head. The 
divided ends of the biceps tendon are 
resutured and the shoulder is put up 
in a simple bandage with the elbow 
flexed to 45° and is kept in this 
position for three weeks. 


Acute Osteomyelitis. 


Dean Lewis (Journal of the 
American Medical Association, March 
9, 1929) advocates the conservative 
treatment of acute osteomyelitis. This 
involves an early diagnosis and drain- 
age of the inflammatory focus in the 
bone by a trephine opening.  Peri- 
osteal stripping should be avoided. If 
a subperiosteal abscess has formed, 
this should be incised. Removal of 
the sequestrum should be postponed 
until it has completely separated. 
Curettage of the marrow should be 
avoided. 


Separation of the Upper Epiphysis of 


the Femur. 
Ss. T. Irwin (Jrish Journal of 
Medical Science, February, 1929) 
describes the symptoms, morbid 
anatomy, radiographic appearance, 


etiology, diagnosis, treatment, prog- 
nosis of separation of the upper epi- 
physis of the femur. Steindler found 
ten cases of slipped epiphysis in one 
thousand orthopedic patients, Schanz 
found twelve in one thousand. The 
condition is: very rare below the age 
of ten and above the age of seventeen 
years, for the reason that the epi- 
physis of the trochanter is only dis- 
tinct from that of the head after ten 
years of age and the epiphysis starts 
to unite at about seventeen years of 
age. Pain is the earliest symptom 
and may precede by weeks or months 
any traumatism which the patient can 
recollect. After the actual displace- 
ment a limp is universal and where 
pain is slight the limp may be the 





first symptom to call attention to the 
condition. 'The foot is everted in all 
cases. The hip seen from behind is 
flattened and the gluteal fold may 
be lost. Shortening occurs with dis- 
placement and all movements are 
limited except extension and adduc- 
tion. There is no general disturbance 
except that many patients show 
evidence of endocrine disturbance of 
pituitary origin. Sometimes the con- 
dition is bilateral. Trauma may play 
a part in interfering with the nutri- 
tive processes in the capital epiphysis. 
About six weeks from onset stabiliza- 
tion tends to occur in the form of firm 
union between the distal surface of 
the epiphysis and the periosteum of 
the neck, but the process of slipping 
may go on for one, two or even three 
years. The first X ray evidence is 
some widening of the epiphyseal line. 
At first the epiphysis lies lower than 
normal in the acetabulum, the femoral 
shaft being adducted relative to the 
head as well as to the pelvis. The 
upper medial aspect of the neck 
becomes rounded off and tends to take 
part in the formation of the hip joint. 
The relation of the neck to the great 
trochanter and shaft is normal. In 
adult life all types become indistin- 
guishable, the upper aspect of the 
neck being convex and elongated, the 
lower aspect concave and shortened. 
Chronic arthritis frequently developes. 


Trauma, localized softening of the 
bone due to rickets, a primary 
arthritis and endocrine imbalance 


have all been suggested as etiological 
factors. It is only in the early stages 
that manipulation is the correct form 
of treatment. The limb should be 
immobilized for three weeks with rest 
in bed up to three months and during 
this time active movements and mas- 
sage are used. A calliper is used when 
the patient starts to walk. Where 
manipulation is ineffectual, open 
operation is necessary, the attachments 
between the epiphysis and the neck 
being severed. The prognosis is uni- 
formly bad judged by general stand- 
ards, pain and stiffness and gross 
disability being the common sequele. 


The Action Current of Skeletal 
Muscles and Sympathetic 
Ramisection. 

A. STEINDLER AND E. LINDEMANN 
(Journal of Bone and Joint Surgery. 


January, 1929) have examined by 
means of the oscillograph normal 
muscles, muscles in a state of idio- 


pathic degeneration such as occur in 
pseudohypertrophic muscular dys- 
trophy and spastic muscles of several 


types. For purpose of discussion they 
divide muscular action into four 
stages, rest, beginning innervation, 


maximum innervation and relaxation. 
The number of oscillations: is about 
four hundred per second. They 
examined also the quadriceps extensor 
femoris muscle of a patient in whom 
a sympathetic ramisection had been 
performed to relieve thrombo-angiitis 


obliterans. Records in this case 
showed no significant difference be- 
tween the action current of the 


operated and non-operated limb. In 


| 


a patient suffering from hemiplegia 
of a purely pyramidal type they found 
a great number of oscillations of 
relatively large amplitude, even when 
the muscles clinically seemed to be at 
rest. This number rises to a maximum 
of eight hundred oscillations per 
second when the slightest voluntary 
muscle action is instituted. Records 
were taken from the gastrocnemius 
muscle in a spastic limb which had 
been previously subjected to a 
lengthening of the tendo Achillis and 
an arthrodesis of the ankle joint, from 
another limb in which a _ selective 
nerve resection had produced an 
elimination of muscle strength from 
the antagonist, and from a third in 
which the muscle substance was 
affected with a progressive muscular 
dystrophy. All manifested a reduction 
of the rate of oscillations in the action 
current. A record taken from the 
lower limb after sympathetic rami- 
section of a patient with paralysis 
showed considerable reduction in the 
frequency and amplitude of the oscil- 
lations as compared with the non- 
operated side. 


Sympathetic Nerves. 


R. LericnE AND R. Fontaine (Sur- 
gery, Gynecology and _  Obdstetrics, 
November, 1928) after investigating 
the effects of pain-producing sub- 
stances, local anesthesia, heat, cold, 
irritating solutions and time in cases 
in which the innervation of arteries 
has been disturbed by periarterial 
sympathectomy,  periarterial nerve 
section, sympathetic ramisection or 
excision of its ganglia or section of 
the spinal cord, draw the following 
conclusions. 1. The motor innervation 
of the vessels is due to a peripheral 
nerve plexus in the arterial wall 
itself. 2. Intrinsic nerves of the vessels 
play the réle of association fibres with 
a pressor or depressor effect. 3. The 
simplest vascular reflex has the peri- 
pheral plexus as a centre. The reac- 
tion to heat and cold is a reflex of this 
kind. 4. More complicated and longer 
reflexes exist. . 5. Every vasomotor 
reaction should be considered from 
the standpoint of its influence upon 
the general circulation and upon the 
local circulation of the limb subjected 
to operation. 


Posterior Capsuloplasty in Certain 
Flexion Contractures of the Knee. 


Prinie D. WILson (Journal of Bone 
and Joint Surgery, January, 1929) 
describes the operation of posterior 
capsuloplasty in flexion contractures 
of the knee and enumerates definite 
indications for the operation. It not 
only brings about complete extension 
of the knee, but usually results in an 
increase of the range of motion. It 
is indicated only in severe contrac- 
tures and when more conservative 
methods of correction have been tried 
without success. It is especially 
applicable to chronic arthritis, but it 
should be performed only after the 
disease has become quiescent and 
when the general physical condition 
is good. 
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British Wedical Association Mews. 


SCIENTIFIC. 


A MEETING OF THE NEw SoutH WALES BRANCH OF THE 
BritisH MEDICAL ASSOCIATION, IN CONJUNCTION WITH THE 
SEcTION oF OBSTETRICS AND GYN2:COLOGY, was held at the 
B.M.A. Building, 30-34, Elizabeth Street, Sydney, on May 2, 
1929, Dr. F. Brown Cratic, the President, in the chair. 


Obstetrical Practice. 

Proressok J. C. WINDEYER read a paper entitled: 
“Observations on Obstetric Consultations” (see page 80). 

Dr. A. J. Gipson read a paper entitled: “Some Obstetric 
Complications” (see page 84). 

Dr. H. C. E. Donovan thanked both speakers for their 
interesting and instructive papers. He had no criticism 
to offer in regard to Professor Windeyer’s contribution. 
He was glad that Dr. Gibson had dealt with the question 
of breech presentation. He had carried out his work 
on the same lines and was pleased that stress had been 
laid on the dangers of hurrying. A great deal of the 
mortality was due to white asphyxia. He pointed out 
that mechanical obstruction to respiration was not the 
usual cause of death. Rupture of the tentorium was 
frequent and death was usually due to some form of 
trauma. He noted that in America reports had appeared 
according to which 17% of the infants who had died during 
breech delivery had broken necks. He did not think that 
such rough treatment occurred in Australia. Nevertheless 
some form of cerebral trauma was usually found. In 
regard to external version he was in the habit of turning 
the fetus what might be called the “wrong” way round, 
that was, with the back towards the pelvic inlet. There 


was no undoing of flexion if the head was approximated to 
the breech and prolapse of the cord in these circumstances 


was less likely to occur. He wished to mention another 
little tip which would be found useful immediately before 
the after-coming head was born. The perineum could be 
retracted to admit air into the child’s mouth and birth 
of the head would not have to be hurried. 

Dr. H. A. Ripter thanked both speakers and realized 
that the compilation of their papers had involved a-great 
deal of hard work. He mentioned some cases to which 
he had been called in consultation and found no abnor- 
mality present. The patient had been bearing down and 
the perineum bulging, but examination had revealed that 
the patient was not in labour; he found a dose of morphine 
the best treatment. Where the patient had been sent to 
hospital a fortnight or more elapsed before true labour 
set in, the patient being confined easily, labour being 
normal. This occurred only in multipare. In regard to 
placenta previa he thought that before examining such a 
patient per vaginam everything should be in readiness for 
packing the vagina, as a hemorrhage was often caused 
by an examination. He recalled an instance in which 
one-third dilatation had been present. 
severe hemorrhage had occurred and he had done an 
internal version and the fetus had been born within three- 
quarters of an hour and the uterus not having time to 
develope good contractions, the mother died of post 
partum hemorrhage. His opinion was that, had he been 
ready to pack instantly instead of doing a version, the 
prognosis would have been more favourable and he also 
thought that arrangements should always be made before- 
hand for the giving of a blood transfusion. He recalled a 
case in which a blood transfusion had been carried out in 
a patient with placenta previa. In this instance he had 
noted that the uterus had contracted promptly in response 
to the treatment. 
British Medical Journal that Professor Louise McIlroy had 
stated that there was no intensive post-graduate course in 
obstetrics for general practitioners in England. He was 
pleased to say that such a course was held in Australia. 
He referred to the help which might be obtained in diag- 
nosis from the use of X rays. He was satisfied that X rays 
did not damage the fetus. 

In the course of his remarks Dr. RatpH WorraAt referred 
to the divergence between his own previous experience 


On examination a jn the house, because most homes were too small and 


| overcrowded already. 
| number of other people were brought into the home before 


He noticed in a recent issue of The | 


{ 
| 


| had changed. 


a 


and that of Professor Windeyer in regard to pelves, 
Professor Windeyer had found the funnel-shaped pelvis 
and contraction of the outlet common; in the olden days 
he had found this extremely rare. No doubt conditions 
In the olden days a flattened pelvis was 


comparatively common. He had been ‘extremely pleased 


| to hear Professor Windeyer emphasize the necessity of 


dealing with albuminuria at an early stage. Nephritis 
was a frequent occurrence and the longer it was left, the 
more likely was it that there would be permanent damage 
to the kidneys. 


In dealing with Dr. Gibson’s paper, Dr. Worrall expressed 


| the opinion that the frank breech presentation did not 
' present so much difficulty as did the impacted breech. This 
| complication was extremely difficult for the isolated 


country practitioner to deal with. He took exception to 


| Dr. Gibson’s advocacy of the ring pessary. The vagina was 


| it should be of the Albert Smith type. 
| at times in retroversion of the gravid uterus until the 


| exercise as most valuable. 


| refused to do more than eight hours. 
| constantly overworked. 


| extra work was very bad for her. 
| instead of getting all these people into the house, the 
, children should be sent away to the homes of relatives, 
| if a confinement was to take place in the home. 


| for this purpose and the patient had died. 
| Professor Windeyer whether he advocated the use of a 
| blunt curette as a rake or condemned the use of the 


| excellent dissertation. 


- danger of injecting air into the uterus. 


pear shaped and not round. If a pessary were used at all, 


He employed it 


uterus was too large to fall back. He also used it for a 
time after delivery. He regarded Dr. Gibson’s remarks on 
He himself had employed 
systematic exercises for very many years. 


Dr. E. M. HumpuHery said that he spoke as one who had 
worked for many years in the country. Dr. Donovan had 
spoken of using a speculum for the purpose of allowing 
the foetus to breathe. He had found useful the introduc- 
tion of a Eustachian catheter into the child’s mouth and 


' the blowing in of air by means of a bulb with an air 


reservoir attached, like that of a scent spray. The fetal 
head plugged the cervix and there was therefore no 
In midwifery 
practice he thought that it was essential to hasten slowly. 
When they applied forceps it was not so much to pull 
the head through the passages as to control the descent 
of the head. He asked whether Professor Windeyer could 


| give him any information concerning the effect on child- 
| birth of athletic exercises in modern girls. 


He suggested 
that tennis playing, swimming and _ other _ sports 
strengthened the abdominal and perineal muscles. 


Dr. ELLEN Kent Hueues was glad that Dr. Gibson had 


/ mentioned domestic trouble as having an effect on the 
| pregnant woman. 


She could not regard labour entirely 


as a normal process under modern conditions. In the 


| country she had found that the husbands expected the 


wives to work fourteen hours a day while they themselves 
The wives were 
When the husbands were criti- 
cized, they defended themselves by stating that they could 


| not afford to employ help, but in most cases they could 


give assistance themselves. She had been in the habit 


| Of speaking seriously to the husbands and had been success- 
| ful to a certain extent. She had persuaded many of them to 
do the washing themselves on the Sunday and they did 


it very well. She thought that little points of this kind 


| made a great deal of difference in the morbidity among 


women. She was opposed to the employment of a nurse 
Usually the wife’s mother and a 
the confinement. The wife thought it necessary to under- 


take a thorough spring cleaning of the house and the 
Her remedy was that 


Dr. CLypE Davis referred to the use of the curette. Some 


| of the honorary surgeons at the Women’s Hospital had 
| spoken of the disastrous results some three years previ- 


ously. Its use as a rake had been advocated for septic 
conditions. He had employed a blunt curette in one woman 
He asked 


instrument altogether. 

PROFESSOR WINDEYER, before replying, discussed a few 
points in Dr. Gibson’s paper. He thanked him for his 
He had been unable to follow him 
in his argument in regard to the implantation of the ovum 
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on the upper and anterior wall of the uterus in retro- 
yersion. He did not think that it was a matter of posture. 
He thought it was a matter of chance. The ovum some- 
times localized itself in a small portion of the interior of 
the uterus, while at other times it spread itself over a 
substantial part of the interior of the uterus. Post-natal 
treatment was merely prevenive gynecology. This doctrine 
had been developed in recent years and was to be encour- 
aged. It had started largely in the introduction of exercises 
for women in the puerperium and had gone on to the later 
puerperal treatment of the cervix in order to avoid 
erosions. Some Americans had gone so far as to recom- 
mend the excision of abnormal tissue of the cervix immedi- 
ately after labour. But he could not follow this and was 
glad that Dr. Gibson had not gone so far. Dr. Gibson had 
been wise to emphasize the importance of the slow 
delivery of the head in breech presentations. Many men 
seemed to consider that the head should be removed from 
the vagina as rapidly as possible. A week previously he 
had been called to see a patient with an impacted frank 
breech presentation. He had been asked to bring down 
a leg. He had then carried out slow dilatation of the 
vagina before bringing down one leg. He disagreed with 
the practice of bringing down both legs. He held that if 
one leg were left in the extended position, it acted as an 
extra dilator of the passages. He thought that broken 
necks might be due to bringing down both legs and 
insufficient dilatation. His own practice consisted in 
pringing down the one leg and allowing the hand to lie 
in the passages to help in the dilatation. In regard to the 
treatment of exsanguinated patients with placenta pravia 
he pointed out that most patients who died as a result 
of this condition, died after the birth of the child and 
not before. Post partum hemorrhage should be anticipated. 
As soon as the placenta was expelled, the uterus should 
be compressed bimanually. In doing this it should not 
be compressed in the ordinary way, but the hand should 
be placed in the vagina and the cervix should be forced 
down into its palm. Pressure should be kept up for five 
full minutes by the clock. In this way the bleeding 
could be got under control. Relaxation of the pressure 
slould be done gradually. First of all the hand on the 
abdomen should be removed and the other hand should be 
kept in the vagina so that a watch could be kept for any 
renewal of bleeding. While the hand was being removed 
slowly from the vagina, care should be taken that no 
clots were disturbed. If there was an opportunity of 
doing transfusion, it should be done at once. In reply to 
Dr. Worrall, Professor Windeyer stated that, although con- 
traction of the outlet was common, it was not sufficientiy 
pronounced as a rule to cause dystocia in Australian 
women. He admitted that he had encountered women with 
contraction of the outlet of extreme degree. In one instance 
even craniotomy could not have been carried out. For 
these conditions Cesarean section became necessary. Dr. 
Worrall was fond of applying forceps to the breech. He, 
Professor Windeyer, did not agree with this. Forceps 
were designed for the vertex. At times they might be 
used on the breech of the dead infant, but he maintained 
that they could cause damage to the infant and to the 
soft parts of the mother. 

In reply to Dr. Humphery he preferred Dr. Donovan’s 
method to the use of the Eustachian catheter. Usually 
the child’s mouth could be brought sufficiently close to 
the vulval orifice to enable the infant to breathe. He 
thanked Dr. Kent Hughes for her excellent suggestion in 
connexion with household matters. It was very necessary 
to make provision for the relief of the overworked woman. 
Replying to Dr. Davis he stated that the curette should 
not be used at all in the infected puerperal uterus either 
as a curette or as a rake. It opened up blood spaces. He 
wished it to be absolutely forbidden in puerperal infection. 

Dr. Gibson thanked the members for their kindly 
criticism. He recognized that it was very difficult to 
prove his thesis in regard to retroversion and implantation 
and he was not prepared to be dogmatic. He had, how- 
ever, noted that retroversion occurred in conjunction with 
occipito-posterior presentations in about 90% of confine- 
ments. He had brought the matter up in order to stimulate 
interest. He wanted to know why occipito-posterior pre- 








retroversion. He was not speaking of that form of 
occipito-posterior presentation that persisted as a result 
of extension. 

He supported Professor Windeyer’s remarks in regard 
to outlet contraction. Minor degrees were very common. 
No trouble occurred unless there was an occipito-posterior 
or other abnormal presentation. He endorsed Dr. Donovan’s 
remarks concerning white asphyxia. In regard to version 
he had not often turned the wrong way. A great deal 
depended on how the version was carried out. In reply 
to Dr. Ridler he thought that X ray diagnosis was a good 
point, but he could usually do without it. In difficult cases 
it might be useful. He raised the question whether the 
method was free from danger to the child. In one patient 
who had twins and fibroids and who had been treated 
with X ray exposures, the anterior baby had died suddenly 
without obvious cause. He suggested this might have been 
due to the X rays. In a paper published in one of the 
American journals there was a report by X ray therapists 
in which it was suggested that the application caused 
amenorrhea and monstrosities. 

He agreed with Dr. Worrall that an impacted breech 
was a nasty thing. For this reason he wished to diagnose 
frank breech presentation early, before it became impacted. 
He had not encountered an impacted breech presentation 
in connexion with which he could not bring down a leg. 
He had lost babies when he brought down one leg. More 
recently he had brought down both legs and had obtained 
better results. He thought that this was largely a ques- 
tion of dilatation. In regard to pessaries he pointed out 
out that in England the only pessary used was the ring 
pessary. He preferred to do without pessaries, but if one 
had to be used, it should be a Hodge. Concerning athletic 
girls, those he had attended in labour, had done well. He 
had not experienced any difficulty caused by the over- 
developed muscles in girls who played tennis and indulged 
in .other sports. He agreed with Dr. Kent Hughes’s 
remarks. 





MEDICO-POLITICAL. 





Portrait of Dr. David Grant. 


Dr. B. T. Zwar, the President of the Victorian Branch 
of the British Medical Association, presented a portrait of 
Dr. David Grant to the Branch at a meeting of the Council 
on June 26, 1929. In making the presentation Dr. Zwar 
said that he considered it a privilege to ask Dr. Newman 
Morris, the Chairman of the Council, to accept an enlarged 
and framed portrait of Dr. David Grant. Dr. Grant was 
a distinguished member of the Branch and during his 
membership extending over forty-two years he had exer- 
cised an important influence in the professional and 
educational work of the State. He had been an honorary 
physician at the Melbourne Hospital and the Saint 
Vincent’s Hospital and was still an honorary consulting 
physician at Saint Vincent’s Hospital. He had been 
lecturer in materia medica, medical botany and elementary 
therapeutics at the University of Melbourne. For years 
he had been a member of the Council of the University. 
As a teacher, as a consultant and as a citizen he had 
always exerted his influenze in favour of the highest 
ideals of the medical profession. 


In reviewing the records of the Branch he had found 
that Dr. David Grant had taken an active interest in its 
activities from the late ’eighties of the last century until 
indifferent health had compelled him to restrict his work, 
but his interest in the welfare of the profession was still 
as keen as ever. Dr. Zwar did not know a member of the 
Branch who was more universally respected by all with 
whom he had come into contact. He felt that by having 
his portrait in the Council chamber they honoured them- 
selves, while they also desired to do honour to Dr. David 
Grant. 

Dr. J. NEwMAN Morris, the Chairman of the Council, 
thanked the President on behalf of the Council for his 
thoughtful gift. The portrait was an excellent one of Dr. 
Grant who was well known and remembered by many 





sentations occurred so frequently in conjunction with ,; members of the Branch as personal friend, colleague. 
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honorary physician and teacher. He ranked among the 
most eminent members of the Branch not only for his 
services to the medical profession, but also by reason of 
his high personal character, professional abilities and 
ethical standing. Although Dr. Grant was physically unable 
to share in the activities of the Branch, he was keenly 
interested in its affairs and in the welfare of his profession. 
The portrait would serve to strengthen their remembrance 
of the excellent example he had set and was a welcome 
addition to the collection of portraits of the leaders of the 
medical profession in the State of Victoria. 





NOMINATIONS AND ELECTIONS. 





Tur undermentioned have been nominated for election 
as members of the New South Wales Branch of the British 
Medical Association: 

Cummins, George, M.B., 1928 (Univ. Sydney), Alice 
Street, North Lakemba. 

Cameron, Donald Alastair, M.B., 1927 (Univ. Sydney), 
Coast Hospital, Little Bay. 


<i 
i 





Hospitals. 


THE ROYAL ALEXANDRA HOSPITAL FOR CHILDREN. 





Tne forty-ninth annual ‘report of the Royal Alexandra 
Hospital for Children, Camperdown, was presented at the 
annual meeting of benefactors and subscribers, held at the 
hospital on April 9, 1929. That the institution plays an 
increasingly large part in the treatment of the children 
of the metropolis of Sydney and the State of New South 
Wales is seen from a study of the report. 


The Work of the Hospital. 


The report covers the year ended December 31, 1929. 
During the twelve months the new patients admitted to 
the institution numbered 8,696. On December 31, 1927, 
there were 267 children remaining in the hospital; the 
number of in-patients on December 31, 1928, was 240. 
During the year 6,026 children were discharged “cured,” 
1,870 were discharged relieved, 382 were discharged 
unrelieved and 445 died. The average number of patients 
resident daily was 296 and the average duration of each 
patient’s stay was twelve days. If 114 deaths which 
occurred in patients within twenty-four hours of admis- 
sion, be deducted, the mortality rate is 3-8%. This figure 
is less than that of the preceding year — 414%—a 
satisfactory result. 

In the casualty and special out-patients’ department the 
number of patients treated was 15,094. At the out-patients’ 
department at Quay Street 16,272 patients were treated. 
At the Convalescent Home at Collaroy 308 patients were 
treated. The total number of children treated at the 
institution is given as 40,637. It is obvious that in this 
total number of children will be included more than once. 
Many out-patients are admitted into hospital and many 
in-patients are sent to the Convalescent Home. Again, 113 
children were transferred to the main hospital, Camper- 
down. The 308 children under treatment at Collaroy are 
included in the total of 40,637. It would thus be possible 
for a child to be counted four times. It is a small matter, 
however, and it would be exceedingly difficult in all 
probability to arrive at a total in which each child was 


~— 





their recovery. The average duration of the stay of each 
patient in the convalescent home was 62°3 days. These 
figures speak volumes for the efficiency and promptness 
of the treatment received by patients. The number of 
deaths occurring within the first twenty-four hours of 
admission of patients was 114. This number appears to 
be too high. It is not a matter for which the hospital 
authorities are in any way responsible. Some of these 
children would be among those who had been admitted 
on account of accident. Others would be in the last 
stages of illness and it is safe to conclude that if the 
patients were admitted sooner, the number of deaths 
would be lower. It would be useful if in a future report 
a thorough analysis of these figures were made. General 
practitioners could help in this matter to a certain extent 
by sending patients to hospital before they become mori- 
bund. In very many instances, of course, the blame, if 
there is any, must be assigned to the parents of the 
children. 


Financial. 


Perusal of the figures given under the heading of finance 
gives much food for thought. There has been a considerable 
falling off in the amount received from subscriptions and 
donations and from entertainments. The amount received 
under the former heading for the year was £29,388, £6,891 
less than in the previous year. Entertainments yielded 
£2,359, £5,413 less than in the previous year. This tendency 
to a lowering of the voluntary contributions has unfor- 
tunately been manifest in the majority of other hospitals 
in the Commonwealth. It is a sign of the times and is a 
reflection of the demand on the part of the public for the 
right of every one of its members to use the institutions 
at which the most efficient treatment is obtainable. It is 
to be hoped that the new administration of hospitals 
which has recently been underfaken in New South Wales, 
will do something to remedy this defect. There is a 
suggestion in one part of this report that the establishment 
of an intermediate word would not only supply what is a 
real need, but give to the hospital an added source of 
income. While the financial position is bad, it is not yet 
desperate and it behoves the Government of the day to 
bestir itself before the desperate stage arrives. The 
financial stress was relieved during the year under review 
by the fact that there was an increase in legacies of 
£4,825. This money should not have to be used for the 
ordinary running of the institution. The directors should 
be in such a position that all moneys received by legacy 
could be set aside for the creation of an endowment fund. 
There was an increase in the payments by patients to the 
extent of £637. The sum of £27,850 was received as a 
subsidy from the Government. This amount is £6,591 larger 
than that of the previous year. At first sight this may 
make the Government appear to have become generous. 
This is not the case. The Government contribution 
amounts to only 34% of the ordinary receipts of the hos- 
pital and is “appreciably less in proportion than the 
subsidy paid to other public hospitals in the State.” This 
is, as will be shown shortly, not the only way in which 
the Government is acting in a manner prejudicial to the 
welfare of the hospital. : 


The costs of salaries and wages assume big proportions 
owing to the operation of the industrial awards and agree- 
ments and the adoption of a forty-four hour week. The 
curtailment of the nurses’ hours from fifty to forty-eight 
a week has necessitated the appointment of additional 
members of the nursing staff to permit of such an arrange- 
ment. It is difficult to understand the justice of this 
difference in hours. The work of the nursing staff is 
much more responsible than that of the other employees 





included only once. The average cost per occupied bed 
for each in-patient per annum was £186 2s. 

There are several points which call for comment in | 
these figures. In the first place, the reduction of the | 
number of days of each patient’s stay in hospital to twelve | 
days is satisfactory. The hospital is fortunate in having | 
at Collaroy, at the seaside, an excellent convalescent home. | 
Patients with chronic conditions are sent there from the | 
main hospital and also those who have suffered from | 
acute illness and who may benefit from the change during ' 





and infinitely more wearying. * 


The Diphtheria Ward. 
In our résumé of the report of last year particular atten- 


| tion was drawn.to the needs of the hospital in regard to 


the erection of a new diphtheria ward. It is unnecessary 
to repeat the arguments that were used at that time. The 


| need may best be illustrated by pointing out that at present 
| there is accommodation in the old ward for twenty-two 


patients and that it has sometimes been necessary to place 
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two children in the same cot. Continued representations 
pave been made to the Government and inspections have 
followed, but nothing has been done, despite the fact that 
the Board of Management offered to provide half the cost 
of the construction of an infectious division. In other 
parts of the world the construction of such a division 
would be regarded as the sole responsibility of the Govern- 
ment. It is very difficult to see how the Board is to make 
the Government realize its responsibility in this matter. 
It remains to be seen whether it will be able to make any 
impression on the new Hospitals Commission. 





Ciniversity Intelligence. 


THE UNIVERSITY OF SYDNEY. 





A MEETING of the Senate of the University of Sydney 
was held on July 1, 1929. 

Dr. John MacPherson, Lecturer in Pharmacology, was, 
at the request of the Federal Director-General of Health, 
nominated for appointment as a member of the Australian 
Committee for the revision of the Pharmacopeia. 

The following appointments were approved: 

Dr. A. E. Moir and Dr. F. W. Niesche as Honorary 
Demonstrators in the Department of Anatomy. 

The following conditions of award of the Frank Dixon 
Scholarship were approved: 

The Frank Dixon Scholarship shall be awarded 
annually at the Third Year examination to a student 
in either Chemistry III or Organic Chemistry (Pure 
and Applied). 

It shall be complementary to the Caird Scholarship. 
When the Caird Scholarship is awarded to a student 
proceeding to Honours in Chemistry, the Dixon 
Scholarship shall be awarded to the student best 
qualified who proposes to proceed to Honours in 
Organic Chemistry (Pure and Applied) and vice versa. 

Owing to Mr. T. Dunbabin’s departure from the State, 
Mr. Q. S. Spedding was appointed to deliver three lectures 
in the Principles and Practice of Journalism. 


sacenusitonailiticsntenasiae 
orrespondence, 


INFLUENZA AND INFLUENZAL COLDS. 





Sik: The Argus of May 29, 1929, under the heading of 
“Toll of Influenza,” states that Great Britain shows a 
death rate “of 21 (twenty-one) per thousand and of 11-63 
of this number, it is claimed that influenza was the 
immediate or contributory cause.” 

The investigation of cancer appears to have contributed 
to the partial neglect of the study of the origin and 
prevention of the influenzal scourge which, when in 
epidemic form, may account for about 50% of the deaths 
in the community. Cancer generally removes people when 
they have largely completed their term of active usefulness, 
but influenza frequently carries off those who are or will 
be of great value to the nation. 

In The British Medical Journal of April 22, 1922, an 
F.R.C.S. states that salicin has been used by him in three 
thousand cases “with no complications, no sequele and no 
deaths” and one would imagine that in Great Britain in 
the year 1929 the use of salicin (or, say, aspirin or other 
salicylic drugs) for the treatment of influenza would have 
resulted in “no deaths.” Again, it was stated in the public 
press in the year 1925 that during the influenza epidemic 
the administration of two tablespoonfuls of castor oil to 
an adult and a pruportionately less quantity to children 
proved such a success in Hobart, Tasmania, that “the 
municipal authorities gave it out to the sufferers in red 
cross bottles,” yet influenza still rages in Australia. 

Ammoniated quinine was at one time the popular 
remedy. Was it of value in the early stages by its local 
antiseptic action, as it passed along the throat and 
stomach? It.appears to be of very little value when the 
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disease is established in the respiratory passages, as the 
discharge of muco-purulent matter is to be desired. 
Quinine has the power of arresting the white corpuscles 
and actually destroying them, renders the pulse slower 
and more feeble, lowers blood pressure, retards oxidation, 
diminishes metabolism and in large doses depresses respira- 
tion, so it is probably of little value in influenza. In the 
early stages the use of whisky at bedtime followed by 
Dover’s powder still has its adherents and there are many 
other remedies too numerous to mention. The multiplicity 
of remedies as curative agents in influenza is evidence of 
the inefficiency of all. 

The doubts of observers in regard to the influenza 
bacillus, the Micrococcus catarrhalis and the filter-passers 
can be left to the bacteriologist with his vaccines et cetera, 
but some effort should be made to advance treatment by 
drugs, for example: 

1. The search for a drug which will be excreted by the 
mucous membranes of the respiratory passages and the 
alimentary canal as an antiseptic in sufficient quantity to 
destroy the organism causing the disease. 

2. When the disease is established, the value as an aid 
to treatment of isolation with the patient in bed screened 
from the north-west, west and south-west winds. 

3. As a prophylactic the use of, say, castor oil or 
magnesia, the magnesia to be given in repeated doses. 

4. Whether the old idea of “feed a cold and starve a 
fever” is correct. 

It appears that anorexia demands light feeding, for then 
we comply with Nature’s requirements. In stout 
bronchitics my experience has been that a patient who 
shows no improvement under ordinary treatment, will 
yield good results from starvation. 

5. Whether the moist lung cases which in the 1919 to 
1920 epidemic appeared to be helped by atropine, would 
not have done better by the free administration of magnesia 
to draw off fluid by the bowel and to have possibly some 
inhibitory influence on the organism. 

6. The reason why patients with gastric ulcer who are 
taking a powder such as the following: bismuth carbonate 
two ounces, sodii bicarbonatis two ounces, magnesii 
carbonatis ponderosi half ounce, do not suffer from colds, 
coryza and influenza. 

Yours, etc., 
R. A. PARKER. 

Melbourne, 

June 3, 1929. 








TUBERCULOSIS AND CANCER. 





Sir: I have been greatly impressed by the results of 
the research of Dr. Cherry on the variations between the 
incidence of cancer and tubercle. i 

In my student days that distinguished surgeon, Join 
Duncan, who was famed for the soundness of his reason- 
ing, his acuteness of observation and clinical acumen, said 
in the course of a lecture to his class that if he were 
cornered and asked if he could name any predisposing 
cause of cancer, he would have to say, absurd though it 
might seem, that if there were any predisposing cause it 
was in his opinion “robust health.” 

My memory retained this remark, perhaps from its 
paradoxic nature and in my general practice I soon began 
to realize that cancer rarely attacked “delicate” subjects. 
From this it was not a long step to narrow the observation 
to the fact that the “delicate” individuals who were not 
attacked were tubercular and that cancer and tuberculosis 
rarely, if ever, coexisted. Discussing the matter with 
confréres and asking them if they had ever had cancer 
and tuberculosis in the same patient, they could not 
remember any. Pursuing the inquiry and always getting 
the same answer, I suggested that, as it was out of my 
special line and opportunities did not come my way, they 
might try the effect of tuberculin injections in certain 
eases. They thought it “worth trying,” but did not try. 

I was greatly interested, therefore, in reading in the 
journal of May 18 of the “justifiable experiments” of Mr. 
Bird and their promising results. It looks as if the 
clinicians had got on to a track that looks promising. 
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The trial that the Johns Hopkins Hospital is giving to 
this treator experiment will be watched with interest. 
In this connexion it must have been observed how rarely 
rheumatic affections attack tubercular subjects. The term 
“robust or rheumatic” habit or constitution used to be 

e common in medical literature. 


Yours, etc., 
F,. ANTILL PocKLEy. 









Wahroonga, 
New South Wales, 
May 18, 1929. 












PULMONARY CGEDEMA COMPLICATING LABOUR. 










Str: In reference to a report of pulmonary edema com- 
plicating labour, I can quote an instance where it also 
occurred with a patient of mine. 

Mrs. L.S., a multipara, had had two normal labours, but 
her last pregnancy, four years ago, terminated at five 
months with a miscarriage caused by “kidney trouble.” 

This time albumin appeared in the urine at the fourth 
month and she had some edema of the feet, but with 
treatment her urine remained clear throughout the rest 
of her pregnancy, except for occasional traces of albumin. 

When she was at term, I received an urgent midnight 
call. Her husband said she had had slight pains through- 
out the day and had had a restless evening. She had been 
coughing up some blood-stained froth and now felt as 
though she were suffocating. 

When I arrived, she was cyanosed and gasping with a 
rapid, feeble pulse and the usual frothy blood-stained 
sputum. The serious symptoms had appeared suddenly. 

I gave her one-fiftieth of a grain atropine and one-sixth 
of a grain morphine and the symptoms subsided fairly 
rapidly, so that in half an hour she was comfortable, but 
exhausted. When I tested her urine six hours later, I 
found a heavy deposit of albumin and labour commenced 
in earnest. She had a rapid, easy labour, but her con- 
valescence was slow and complicated by phlebitis. She 
never regained her former health and was subject to 
dyspnea on exertion. 

She became pregnant a year later and as the dyspnea 
became worse and albumin appeared at the sixth week, I 
terminated the pregnancy. 


Yours, etc., 
ELLEN M. Kent HUGHES. 






































Barney Street, 
Armidale, 
June 4, 1929. 





THE CANCER PROBLEM. 





Sm: I have read the leading article, “Cancer Problem,” 
in THE MeEpIcAL JoURNAL OF AUSTRALIA of June 8, 1929. 


There are several statements in the article with which 
many will not entirely agree, yet one can hardly credit 
that the writer of the article was really serious in publish- 
ing the last few lines in which he states that: “no one 
should waste his time in seeking for a cure of cancer 
until the nature of the disease is fully understood.” 

I take it that when a new method of treatment is being 
tried out, there is also an attempt at effecting a cure. 

Surely it is not being suggested that the work of Blair 
Bell, of Liverpool, with his treatment of cancer with 
colloidal lead or that of Lumsden with his attempt at 
producing immunity with sera or the very recent work of 
Torrey and Kahn, of the Memorial Hospital, New York, in 
the experimental treatment of rat carcinoma with bacterial 
proteolytic ferments are all wasted effort. 

We know that fifty years ago Pasteur was able to 
establish an immunity in rabies, yet the cause of this 
disease is still in doubt. 

We know that it is forty years since Koch discovered 
the tubercle bacillus, yet with this knowledge there is no 
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We also know that syphilis was cured, so far as any 
cure is possible, by the administration of drugs long before 
the Spirocheta pallida was discovered. 

Knowing all of these facts, is it proper that experi. 
mentalists in preventive medicine and physicians in theiy 
treatment of disease should act as Nero did whilst Rome 
was burning? 

Yours, etc., 
D. Karty, 
185, Macquarie Street, ’ 
Sydney. 
June 11, 1929. 


[Great harm has been done by the premature and 
unfounded announcements of the discovery of a cure of 
malignant disease. Pasteur’s work was based on scientific 
principles and on a sound working hypothesis of the 
etiology of rabies. Koch’s discovery of the tubercle bacillus 
rendered the introduction of a specific treatment possible; 
before the discovery, such a method of treatment would 
have been excluded. The knowledge that silver salis, 
mercury and mercurial salts might control a syphilitic 
infection resulted from a knowledge that syphilis was 
caused by an infecting organism. Pathologists are stiil 
groping about in the dark in regard to the general 
etiological principle of malignant disease.—Eprror. ]} 





ILEOSTOMY IN GENERAL PERITONITIS. 





Sm: In your interesting article in this week’s issue of 
the journal (June 15), you point out that, in experimenting 
on dogs, the conclusion arrived at by the American workers 
Thomas G. Orr and Russel Haden “is that in experiment- 
ally produced general peritonitis, drainage of the gut by 
ileostomy has no beneficial effect.” 

On the other hand, I notice in a paper by the late 
Arthur Nyulasy in THe MepicaL JOURNAL oF AUSTRALIA Of 
November 14, 1914 (page 470) that he refers to a series 
of five (5) cases of general peritonitis (in man) success- 
fully treated by his method of intestinal drainage 
(“caecostomy”) and he incidentally remarks that “although 
in this connexion my own results have been worked out 
independently, it seems well to point out that American 
and Continental inquirers have during the last few years 
(prior to 1914) been experimenting on artificial intestinal 
obstruction in animals . . . The results of this laboratory 
work go to prove that mechanical obstruction (acute 
stasis) of the small intestine in dogs leads to the pro- 
duction of virulent toxin in the bowel and that life 
may be greatly prolonged by drainage of the bowel 
(enterostomy).” 

This opinion is obviously the reverse of Orr and Haden’s, 
but it is more than borne out by Arthur Nyulasy’s success- 
ful operations on human beings in whom he strongly 
advocated earlier application than at present obtains. 


Yours, etc., 
Frank A. Nyvurasy. 
Melbourne. 
June 16, 1929. 


{Orr and Haden were dealing with peritonitis produced 
in normal dogs by the application of a ligature to the base 
of the vermiform appendix. Dr. Nyulasy’s remarks have 
reference to a different condition, general peritonitis in 
man, presumably of septic origin. The concluding sentence 
in our article appears to sum up the experience of surgeons 
on the latter subject. Enterostomy or enfero-colostomy 
advocated by Handley is a desperate measure used as a 
last hope and is sometimes effective.—Epr1ror.] 





JMost-Oraduate Tork. 


ANNUAL POST-GRADUATE COURSE IN MELBOURNE. 





Tue following time table has been issued by the Mel- 
bourne Permanent Committee for Post-Graduate Work for 





specific cure for this disease. 





the annual refresher course in August, 1929. 
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Monday, August 12, 1929. 
930 to 11 a.m.—At the Post-Graduate Office, Melbourne 
Hospital; Registration. 
11.15 a.m. to 1 p.m.—At the Melbourne Hospital: Demon- 
strations in the medical wards, by Dr. K. Hiller. 
Demonstrations of patients with lesions of peripheral 
nerves, with dissections, pathological specimens, by 
Dr. Harold Dew. 
215 to 5 p.m=—At the Walter and Eliza Hall Institute, 
Melbourne Hospital: 
“Some Experiments on Immunity to Snake Venoms,” 
by Dr. C. H. Kellaway. 


“Recent Work on Bacterial Toxins,” by Dr. R. M. 
Burnet. 

“Pathological Specimens of Interest,” by Dr. R. Wright- 
Smith. 


830 p.m.—At the Medical Society Hall: Post-graduate 


lecture, by Professor H. Maclean.* 


Tuesday, August 13, 1929. 

9,30 to 11 a.m.—At Saint Vincent’s Hospital: Demonstration 
of patients with diseases of the chest, by Dr. L. S. 
Latham. 

Demonstration of patients to illustrate surgical diag- 
nosis, by Dr. H. B. Devine. 

1115 am. to 1 pm-—At Saint Vincent’s Hospital: 
“Splenomegaly,” by Dr. J. Grieve. 

Demonstrations of surgical cases, by Dr. Gordon Shaw. 

2 to 3.30 p.m.—Exhibition of the Canti cancer film, by 
Dr. Julian Smith. 

3.45 to 5.80 p.m.—At the Eye and Ear Hospital: Demonstra- 
tions of patients to illustrate various types of 
common eye lesions met with in general practice, 
by Dr. Mark Gardner, Dr. J. O’Brien and Dr. A. 
Lawrence. 

8.30 p.m.—Mental Hospital, Royal Park (meeting of the 
Psychiatric Section of the Victorian Branch of the 
British Medical Association): “Early Mental 
Diseases.” 


Wednesday, August 14, 1929. 

930 to 11 a.m.—At the Women’s Hospital: “Common 
Problems in Gynecology,” by Dr. E. R. White. 

11.15 a.m. to 1 p.m.—At the Women’s Hospital: ‘Manage- 
ment of Breech Presentations,” by Dr. A. M. Wilson. 

2.30 to 4.30 p.m.—At the University: Demonstration in the 
Pathological Department by Professor P. MacCallum 
and his staff. 

430 to 5.80 p.m—Anatomy Theatre: Demonstration by 
Dr. A. E. Rowden White of a film illustrating the 
original experiments of Harvey that led to the 
discovery of the circulation. 

8.30 p.m.—At the Medical Society Hall: 
lecture, by Professor H. Maclean.* 


Post-graduate 


Thursday, August 15, 1929. 


9.30 to 11 a.m.—At the Alfred Hospital: Demonstration in 
the medical wards, by Dr. M. D. Silberberg. 
Demonstration of selected surgical conditions, by Dr. 
Balcombe Quick. 
11.15 a.m. to 1 p.m.—At the Alfred Hospital: “Some Aspects 
of Chronic Diseases of the Lungs,” by Dr. W. S. 
Newton. 
1 pm—At the Alfred Hospital: “Use of Radium 
Malignant Disease,” by Dr. A. J. Trinca. 
2.30 to 5 p.m.—At the Infectious Diseases Hospital, Fair- 
field: “Infectious Diseases,” by Dr. F. Scholes. 


in 


Friday, August 16, 1929. 

9.30 to 11 a.m.—At the Melbourne Hospital: “Management 

of Recent and Old Head Injuries,” by Dr. S. V. 
Sewell. 

“Acute Intestinal Obstruction,” by Dr. W. A. Hailes. 


2.15 to 3.30 p.m—At the Children’s Hospital: 


8.30 p.m—At the Medical Society Hall: 





11.15 a.m. to 1 p.m.—At the Melbourne Hospital: ‘Rheumatic 


Affections in Adults,” by Dr. S. O. Cowen. 


“Chronic Intestinal Stasis,” by Dr. C. Littlejohn. 
“Mental 


Deficiency in Relation to Physical Disease,” by Dr. 
A. P. Derham. 


3.30 to 5 p.m.—At the Children’s Hospital: Demonstration 


of patients in the surgical wards, by Dr. R. M. 
Downes. 
Post-graduate 


lecture, by Professor H. Maclean. 


Saturday, August 17, 1929. 


9.30 to 11 am.—At the Melbourne Hospital: “Headache: 
: Its Diagnosis and Treatment,” by Dr. R. P. McMeekin. 
“Cancer of the Large Intestine,” by Dr. Alan Newton. 


Monday, August 19, 1929. 

9.30 to 11 a.m.—At Saint Vincent’s Hospital: “Chronic Lung 

; Diseases and Their Treatment,” by J. G. E. Hayden. 

“Treatment of Chronic Endometritis,” by Dr. E. Mackay. 

11.15 a.m. to 1 p.m.—At Saint Vincent’s Hospital: ‘“Con- 

stipation,” by Dr. F. Apperly. 

“Modern Treatment of Varicose Veins,” by Dr. J. 
Newman Morris. 

2.15 to 5 p.m.—At Saint Vincent’s Hospital: “Radiographs 
of Interesting Pulmonary and Abdominal Conditions,” 
by Dr. J. Sullivan. 

“Painful Affections of the Feet,” by Dr. J. Whitaker. 

8.30 p.m.—At the Medical Society Hall: Post-graduate 

lecture, by Professor H. Maclean.* 


Tuesday, August 20, 1929. 


9.30 to 11 a.m.—At the Melbourne Hospital: Demonstrations 
in the medical wards, by Dr. F. Lawton. 
“Surgical Treatment of Malignant Disease,” by Dr. B. 
Kilvington. 
11.15 a.m. to 1 p.m.—At the Melbourne Hospital: “Some 
Cases of Gidema and Their Management,” by Dr. 
W. S. Johnston. 
“Fractures of the Upper Extremity,” by Dr. A. Coates. 
2.15 to 5 p.m.—At the Melbourne Hospital: “Management 
and Training of Diabetes Patients,” by Dr. J. 
Williams and others, at the Diabetic Clinic. 


Wednesday, August 21, 1929. 
9.30 to 11 a.m—At the Alfred Hospital: “Chronic Ulcera- 
tive Colitis and Its Treatment,’ by Dr. James R. 
Bell. 
“Useful Mechanical Contrivances in Surgery,” by Dr. H. 
Trumble. 
11.15 am. to 1 p.m.—At the Alfred Hospital: “Lungs, 
‘Lipiodol’ and Air,” by Dr. J. F. Mackeddie. 
“Injuries and Diseases of the Wrist Joint,” by Dr. C. J. 


Brown. 
2.15 to 5 p.m.—At the Baker Medical Research Institute: 
Demonstrations of experimental intratracheal 


anesthesia, by Dr. G. A. Kaye. 
“The Microscopy of Pathological Affections of the 
Thyreoid,” by Dr. J. Fiddes. 
“Modern Views on the Classification of Blood Cells,” 
by Dr. J. A. McLean. 
“Interesting Blood Films,” by Dr. H. A. Phillips. 
“A Summary of Alfred Hospital Results in the Treat- 
ment of Diabetes,” by Dr. E. T. Downie. 
Demonstration of biochemical tests in diabetes, by Mr. 
Doutch. 
“The Typing of Pneumococci,” by Miss Butler. 
“Methods of Dark Ground Illumination,” 
Sutherland. 
“Specific Desensitization in Asthma and Hay Fever,” 
by Mr. Sutherland. 
Demonstration of patients with cardiac lesions, by Dr. 
J. F. Mackeddie and Dr. H. L. Stokes. 
8.30 p.m—At the Medical Society Hall: 
lecture by Professor H. Maclean. 


by Mr. 


Post-graduate 





1These lectures constitute a separate course for which a 





?These lectures constitute a separate course for which a 
special fee is payable. 


special fee is payable. 
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Thursday, August 22, 1929. 
9.30 to 11 a.m—At the Melbourne Hospital: 
Pain,” by Dr. H. Turnbull. 
“Common Deformities of the Foot,’ by Dr. M. Stewart. 
11.15 a.m. to 1 p.m.—At the Melbourne Hospital: “Investi- 


gation of Diseases of the Biliary Tract,” by Dr. I. 
Maxwell. 


“Cardiac 


“Obstructive Jaundice” and demonstrations, by Dr. V.° 


Hurley. 


2.15 to 5 p.m—At the Melbourne Hospital: “Common Eye 
Conditions,” by Dr. L. Mitchell. 
Demonstrations in the ear, nose and throat departments, 
by Dr. G. Scantlebury. 
“Common Skin Diseases and Their Treatment,” by Dr. 
J. Kelly. 


Friday, August 23, 1929. 


9.30 to 11 a.m—At the Melbourne Hospital: “Diagnosis 
and Treatment of Anemia,” by Dr. L. Hurley. 


“Back Injuries and Backache,” by Dr. W. G. D. Upjohn. 


11.15 a.m. to 1 p.m.—At the Melbourne Hospital: “Mitral 
Valvulitis,” by Dr. Keith Fairley. 


Demonstrations in the surgical wards, by Dr. T. Lambe. 


2.15 to 5 p.m.—At the Alfred Hospital: “Minor Disturb- 
ances of Nutrition,” by Dr. W. S. Laurie. 
“Common Respiratory Affections of Childhood,” by Dr. 
K. Norris. 
“Common Surgical Affections of Childhood,” by Dr. H. 
Colville. 


8.30 p.m—At the Medical Society Hall: 


Post-graduate 
lecture by Professor H. Maclean.' 


The fee for the course is three guineas. The fee must 
be paid before the commencement of the course. It is 
desired that entries be sent to the joint Honorary Secretaries 
of the Melbourne Permanent Committee for Post-Graduate 
Work, 12, Collins Street, Melbourne, before August 1, 1929. 
The Melbourne address of those participating in the course 
should be notified to the Honorary Secretaries. 


Accommodation for a limited number of members 
attending the course can be provided at the Alfred Hos- 
pital and the Melbourne Hospital. The extra charge will 
be three guineas a week for board. It is requested that 
those members who desire to take advantage of this 
arrangement, communicate the faci to the Honorary 
Secretaries before July 31, 1929. 





Congress Iotes. 





AUSTRALASIAN MEDICAL CONGRESS (BRITISH 
MEDICAL ASSOCIATION). 





Tue Executive Committee of the Third Session of the 
Australasian Medical Congress (British Medical Associa- 
tion) has arranged the programme of combined meetings 
of sections: 


CoMBINED MEETINGS. 
Tuesday, September 3, 1929. 
Morning.—In the Anatomy Theatre, full meeting of Con- 
gress: “What is Being Done in Australia Towards 


Cancer Research?” Dr. G. H. Abbott, the President, 
in the chair. 


Wednesday, September 4, 1929. 


Morning.—Section of Surgery, Section of Orthopedics, in 
the Anatomy Theatre: “Compound Fracture of the 
Lower Limb,” Dr. Fay Maclure, Dr. G. A. C. Douglas: 
Professor Gordon Bell in the chair. 





*These lectures constitute a separate course for which a 
special fee is payable. 
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Section of Medicine, Section of Pathology and Bacterj. 
ology and Section of Preventive Medicine anq 
Tropical Hygiene, in the Physiology Theatre: “The 
Prevention, Diagnosis, Treatment and Control of 
Scarlet Fever and Diphtheria,” Dr. F. V. Scholes, 
Dr. Helen Kelsey, Dr. J. Dale; Dr. R. C. Everitt 
Atkinson in the chair. 

Section of Neurology and Psychiatry and Section of 
Ophthalmology, in the Practical Physiology Class. 
room: “The Value of Ocular Signs in Neurological 
Diagnosis,” Dr. E. A. Brearley and Dr. A. yw. 
Campbell; Dr. D. D. Paton in the chair. 

| Afternoon.—Section of Naval, Military and 
Medicine and Surgery. 


Air Force 


Thursday, September 5, 1929. 


Morning.—Section of Medicine, Section of Neurology and 
Psychiatry, Section of Surgery and Section of Ortho. 
pedics, in the Physiology Theatre: “Trauma in 
Relation to Functional Nervous Disorders,” Dr. . 
S. Stacy, Sir Henry Newland, Sir Henry Maudsiey, 
Professor J. P. Lowson and Dr. W. M. McDonald; 
Dr. W. Ernest Jones in the chair. 

Section of Preventive Medicine and Tropical Hygiene 
and Section of Naval and Military and Air Force 
Medicine and Surgery, in the Anatomy Theatre: 
“Aviation from Its Medical Aspect,” Dr. A. P, 
Lawrence; Dr. R. M. Downes in the chair. 


Section of Obstetrics and Gynecology and Section of 
Pathology and Bacteriology, in the Listerian Theatre: 
“Endometriomata,” Dr. J. Bernard Dawson and 
Professor J. B. Cleland; Dr. H. Jellett in the chair. 

Afternoon.—Section of Pediatrics, Section of Orthopedics 

| and Section of Radiology and Medical Electricity, 
in the Advanced Bio-chemistry Room: “Bone 
Dystrophies,” Dr. R. B. Wade, Dr. H. R. Sear, Dr. J. 
O’Sullivan; Dr. Hewlett in the chair. 


Friday, September 6, 1929. 


Morning.—Section of Medicine, Section of Oto-Rhino- 
Laryngology, Section of Pediatrics and Section of 
Radiology and Medical Electricity, in the Anatomy 
Theatre: “Chronic Pulmonary Infections in Relation 
to the Upper Respiratory Tract,’ Dr. J. F. 
Mackeddie, Dr. R. Graham Brown, Dr. D. Galbraith, 
Dr. K. Stuart Cross; Dr. C. T. Ch. de Crespigny in 
the chair. 

Section.of Pediatrics, Section of Obstetrics and Gyne- 
cology and Section of Preventive Medicine and 
Tropical Hygiene, in the Listerian Theatre: ‘Natal 
and Neo-natal Mortality and Morbidity,” Dr. P. L. 
Hipsley, Dr. R. W. Chambers; Dr. S. W. Ferguson 
in the chair. 

Section of Surgery, Section of Pathology and Bacteri- 
ology and Section of Radiology and Medical 
Electricity, in the Anatomy Theatre: “Bone 
Sarcoma,” Sir Henry Newland, Dr. Alan Newton, 
Professor E. F. D’Ath, Dr. Stanley Verco; Professor 
P. MacCallum in the chair. 


Meetings will be held of the Section of Naval and 
Military and Air Force Medicine and Surgery in the 
Physiology Theatre on Wednesday afternoon, September 4, 
at which gas in warfare, particularly as regards the civil 
population, will be discussed, of the Section of Obstetrics 
and Gynecology, in the Anatomy Theatre in the afternoon 
of Thursday, September 5, at which maternal mortality 
and morbidity will be discussed, and of the Section of 
Medical Literature and History, in the Anatomy Theatre 
in the afternoon of Friday, September 6, at which the 
development and progress of the medical profession in 
Australasia will be discussed. Members of other sections 
will be invited to attend these meetings. 


ConGRESS MUSEUM. 


The Honorary Secretaries of the Museum Committee, 
Dr. A. H. Tebbutt, 143, Macquarie Street, Sydney, and Dr. 
Keith -Inglis, Sydney Hospital, Sydney, announce -the 
following exhibits that have been offered: 
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1. A series of laboratory animals illustrating the effects 













3acterj 

e and of various diets deficient in certain vitamins, by Professor 
“The H. Priestley. 

Tol of 9. Specimens illustrating public health activities, by Dr. 

Sn E. H. Morris. 

“veritt 3. A grandfather clock case, two fire screens and a cup- | 

ion poard, the work of medical men undertaken during their 

rela spare time, by Dr. A. Madgwick Davidson. | 

logical The Honorary Secretaries will be pleased to learn from 

1. W, intending contributors the nature of their proposed exhibits 

as soon as possible. 
Force - 
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Mbituatp. 


REGINALD GEORGE RUDDLE. 




























































r. H, 
isley F 
ws We regret to announce the death of Dr. Reginald George 
/ Ruddle which occurred at East Melbourne on July 6, 1929. 
yiene 
‘orce 
tre: ; = 
Pp. GAVIN McCALLUM. 
n of WE regret to announce the death of Dr. Gavin McCallum | 
tre: which occurred at Melbourne on July 11, 1929. 
and | 
air. | 
lics 
ity, HERBERT WILLIAM JAMES MARKS. | 
one 
“e WE regret to announce the death of Dr. Herbert William 
James Marks which occurred at Sydney on July 14, 1929. 
no- 
of 
ny Proceedings of the Australian Medical 
on Boards. 
‘h, —— 
m VICTORIA. 
A THE undermentioned has been registered under the pro- 
al visions of Part I of the Medical Act, 1915, of Victoria, as 
a a duly qualified medical practitioner: 
n Franklin, Samuel de Vere, M.B., Ch.M., 1921 (Univ. 
Sydney), Armstrong Street, Ballarat. 
1 Additional diplomas registered: 
' Millar, Thomas Glass, F.R.C.S. (Edinburgh), 1928; 
, D.L.O. (England), 1928. 
: Williams, John Francis, M.D. (Melbourne), 1926; 





M.R.C.P. (London), 1926; D.P.M. (London), 1927. 


Wanliss, Marion Boyd, M.R.C.P. (London), 1928; M.D. 
(Melbourne), 1929. 








NEW SOUTH WALES. 











THE undermentioned have been registered under the 
provisions of The Medical Act, 1912 and 1915, of New 
South Wales, as duly qualified medical practitioners: 

Beaumont, Ivy Camille, M.B., B.S., 1929 (Univ. Mel- 
bourne), Albury Hospital. 
Gibson, Leslie Wylie Norman, M.B., Ch.M., 1926 (Univ. 














Sydney), Brisbane. 


Nisbet. Alwyn Tom, M.B., Ch.M., 1915 (Univ. Sydney), 
D.P.H., 1919 (Univ. Cambridge), 139, Macquarie 


Street, Sydney. 















Voss, Francis Henry Vivian, Lic.Soc.Apoth. (London), 
1881; Mem., 1882; Fell., 1885; Royal College of 
Surgeons, England; Bellevue Hill Road, Edgecliff. 


Additional registration: 
Steel, Robert Stanley, M.R.C.P., 1929 (London). 


QUEENSLAND. 





THE undermentioned have been registered under the 


| provisions of The Medical Act of 1925, of Queensland, as 


duly qualified medical practitioners: 

Deane, Edward Hayden Wilcox, M.B., B.S., 1925 (Univ. 
Melbourne), Brisbane. 

Spalding, James Atcheson, M.B., B.S., 1925 (Univ. 
Melbourne), Cloncurry. 

North, Edgar Alexander, M.B., BS., 
Melbourne), Commonwealth Health 
Rockhampton. 

Carroll, Thomas White, M.B., B.S., 1929 (Univ. Mel- 
bourne), South Brisbane. 

Geraghty, Leo Thomas Grattan, M.B., B.S., 1929 (Univ. 
Melbourne), South Brisbane. 

Millar, David Fitzroy, M.B., B.S., 1927 (Univ. Sydney), 
Kilcoy. 


1923 (Univ. 
Laboratory, 


Coffey, Frank Frederic, M.B., B.S., 1926 (Univ. 
Melbourne), Brisbane. 
Restoration to the Register: 
Sharpe, George Metcalfe, L.A.H. (Dublin), 1900. 
——a 


NOTICE. 





On July 1, 1929, some letters delivered at The Printing 
House were stolen from the letterbox. Subsequently a 
few cheques were found in the Victoria Park and were 
returned without envelopes or covering letters to The 
Australasian Medical Publishing Company, Limited. We 
appeal to those who may have written to the company 
or to the journal about this time and who do not receive 
any acknowledgement of their letters, to communicate with 
us as soon as possible. 


WE are anxious to obtain the following journals on loan: 
Wiener Klinische Wochenschrift, December 9, 1926 
(Volume XXXIX); Glasgow Medical Journal, January, 
1923. If any reader who takes either of these journals, 
would be prepared to lend the numbers sought for a fort- 
night, we should be greatly indebted to him and would 
undertake to return the journals as_ soon as the contained 
articles have been consulted. 


a 
REGISTRATION ENVELOPES. 





Tue Postal Department invites attention to the fact that 
in order to meet the convenience of persons and firms 
who would find use for registration envelopes of foolscap 
size, it has introduced an envelope nine by four inches, 
manufactured of stout paper and eminently suitable for 
the transmission of legal documents. 

The price of the envelope which is impressed with 
postage to the value of 44d., is the same as that charged 
for the smaller registration envelope, namely 54d. 





Books Received. 


SEX AND DISEASE: A SCIENTIFIC CONTRIBUTION TO 
SEX EDUCATION AND THE CONTROL OF VENEREAL 
DISEASE, by Robert V. Storer, M.R.C.S. (England), 
L.R.C.P. (London), with an Introduction by Colonel J. S. 





Purdy, D.S.O., M.D., C.M. (Aberdeen), D.P.H. (Cambridge), 
b ape Sydney: oo 


R.S. (Edinburgh), F.R.S.1I.; 1929. 
and Company (Australia) Limited. Crown 8vo., pp. 
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IDEAL MARRIAGE: ITS PHYSIOLOGY AND TECHNIQUE, 
by Th. H. Fan de Velde, M.D.; Translated by Stella Browne, 
with an Introduction by J. Johnston Abraham, C.B.E., 
D.S.O., M.A., M.D.; 1928. London: William Heinemann 
(Medical Books) Limited : Sydney: Angus and Robertson 
Limited. Demy 8vo., pp. 348. Price: 25s. net. 


Coe ay Bg et a es AND 


SIR 
PREDERICK MOTT, ABE, 4 LLD. MD. Poe 
F.R.S., by his colleagues, friends and former pupils, Edited 
ry behalf of = Mott Memorial Committee by J. R. Lord, 
C.B.E., M.D., fw ores with an Appreciation by W. D. 
Halliburton, "M.D., F.R.C/P F.R.S.; 1929. London. H. K. 
Lewis and ‘Company, Limited. Super Royal 8vo., pp. 415, 
with illustrations. Price: 21s. net. 


AIDS TO PHARMACEUTICAL LATIN, by G. E. Trease, Ph.C. ; 
1929. London: Bailliére, Tindall and Cox. Foolscap 8vo., 

9 175. Price: 3s. 6d. net. 

— ——— IN PUBLIC HEALTH, by Mary Beard, R.N.; 


9. New York: Harper and Brothers; Crown 8vo0., pp. 
327 Price: $3.50 net. 


=, ae OF LOVE, by George M. Katsainos, Ph.D., 
326. 


9. Privately printed at Boston; Royal 8vo., pp. 
Price: $4.00 net. 





Diary for the Wonth. 


23.—New South Wales Branch, B.M.A.: Medical Politics 


Committee. 

Juuy 23. _— Suburbs Medical Association, New South 
JuLy 24.—Victorian Branch, B.M.A.: Council. 

JULY 25.—New South Wales Branch, B.M.A.: Branch. 
JuLy 25.—South Australian Branch, B.M.A.: Branch. 
JuLY 26.—Queensland Branch, B.M.A.: Council. 





JULY 





Wedical Appointments, 


Dr. Robert Dick (B.M.A.), Dr. E. Sydney Morris 
(B.M.A.), Dr. Margaret Harper (B.M.A.) and Dr. J. S. 
Purdy (B.M.A.) have been appointed Members of the 
Advisory Committee for the purposes of the Pure Food 
Act, 1908, of New South Wales. 


* * * 


Dr. Alfred Theophilus Edwards (B.M.A.) has been 
appointed Medical Superintendent, Department of Mental 
Hospitals, New South Wales. 


The following appointments. have been made in the 
Adelaide Hospital, South Australia: Honorary Gyne- 
cologist, Dr. J. . S. G. Beard (B.M.A.); Honorary 
Assistant Gynecologists, Dr. J. B. Dawson (B.M.A.), Dr. 
B. H. Swift (B.M.A.); Honorary Aural Surgeon, Dr. H. M. 
Jay (B.M.A.), Honorary Assistant Aural Surgeon, Dr. W. 
C. Sangster (B.M.A.); Honorary Assistant Ophthalmologists, 
Dr. J. B. Lewis (B.M.A.), Dr. J. J. O’Grady (B.M.A.); 
Honorary Assistant Physician, Dr. G. A. Lendon (B.M.A.); 
Honorary Assistant Physician, Consumptive Home, Dr. F. 
R. Hone (B.M.A.); Honorary Anesthetists, Dr. G. M. Hone 
(B.M.A.), Dr. F. E. Terrill (B.M.A.); Honorary Pathologist, 
Dr. J. B. Cleland (B.M.A.). 


<p 
— 


Wevical Appointments Vacant, etc. 





For announcements of medical appointments vacant, pe, 
locum tenentes sought, etc., see “Advertiser,” page xvi 





Austin Hospirat ror CHRONIC DISEASES, 
Victoria: Honorary Physician. 


—— HosPiTaL, IPSWICH, QUEENSLAND: Resident Medical 
fficer. 


HEIDELBERG, 


Royat NortH Suore Hospira or Sypney: Honorary 
Clinical Assistant Dermatologist. 
RoyaAL PRINce ALFRED Hospirat, Sypnry: Honorary 


Medical Appointments: Important Motice, 


MepicaL practitioners Fog 2 regnested not to apply for any 
appointment referred to in ollowing table, without ha 

first communicated with the Honorary Le ag A of the having 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C1, 


BRANCH. 








— wormage! 


| APPOINTMENTS. 





Australian Natives’ Associati 
Ashfield and District United "Friendly 
Societies’ Dispensary. 
a United Friendly Societies’ 
S| sary. 

Friendly § Society Lodges at Casino. 
Leichhardt Petersham ‘United 
Wriendly Societies Dispensary. 
Manchester Unity Medical and Dis. 

eed Institute, Oxford Street, 


North yEyaney Friendly Societies’ Dis- 
pensary Limited. 
| ae a 


NEw SoutH WALEs: 
Honorary Secretary, 

34, Elizabeth 
Street, Sydney. 


Assurance Com- 


Lim 
Phenix: “eiten” , Society. 









All Institutes or Medical Dispensaries. 


Australian Prudential Association Pro- 


VIcToRIAN : Honorary prietary, Limited. 


oe brief go Mutual National Provident Club. 
Melbourne. National Provident Association 


Hospital or other appointments outside 
Victoria. 





Members accepting appointments as 
medical officers of country hospitals 
in Queensland are advis to sub- 
mit a copy of their agreement to 
the Council before sign 

a United Friendly 


Stannary Hills Hospital. 
Toowoomba Friendly Societies Medical 
Institute. 


QUEENSLAND : Honor- 
ary Secretary, B.M.A. 
Building, Adelaide 


ing. 
Society In- 
Street, Brisbane. 





SouTH AUSTRALIAN: 
Secretary, 207, North 
Terrace, Adelaide. 


All Contract Practice Appointments in 
South Australia. 
Booleroo Centre Medical Club. 








WESTERN AUS- 
TRALIAN: Honorary i ‘ 
Secretary, 65, Saint | All Contract Practice Appointments in 
ieee Terrace, Western Australia. 

erth. 
NEW ZRALAND 
(WELLINGTON DIvI- | Friendly Society Lodges, Wellington, 
SION): Honorary New Zealand. 
etaieaee Welling- 

on 








Medical practitioners are requested not to apply for appoint- 
ments to position at the Hobart General Hospital, Tasmania, 
without first having communicated with the Editor of THB 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
no JOURNAL OF AUSTRALIA alone, unless the contrary be 
stat 

All communications should be addressed to “The Editor,” 
THE MEDICAL JOURNAL OF AUSTRALIA, The ee eed 
Seamer Street, Glebe, Sydney. (Telephones: MW 265 
SUBSCRIPTION RatTes.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
api lying to the Manager or through the usual agents and book- 
liers. Subscriptions can commence at the beginning of ef 








Vacancies. 





quarter and are renewable on December 31. The rates are £ 
ie Australia and £2 5s. abroad per annum payable in advance. 



























































































